130 hs from | Saunders 


Up-to-date 


New!—Geddes’ Premature Babies 


A wonderfully helpful guide to their nursing care and management 


Designed as a text for student nurses, this book will also prove tre- 
mendously valuable to practicing nurses who are caring for premature 
babies. Written by a pediatrician, it gives a clear picture of the pre- 
mature infant’s physiology and the importance that the physician at- 
taches to deviations from normal behavior. The author stresses that 
early diagnosis of abnormalities by the physician is virtually impossible 
without the skilled observation of the nurse. 


Dr. Geddes shows just how the premature compares with his full term 
brother and describes the problems involved from the “first breath” 
until the infant is able to lead a normal home life. Sound advice is given 
on: emergency management of cyanosis; gavage feeding; special tech- 
niques of intramuscular medication; equipment needed in the nursery; 
transportation of the premature; follow-up of the infant; ete. Armed 
with this book, you will gain new confidence in caring for these delicate 
babies. 

By A. K. Geppes, M.D., Associate Professor of Paediatrics, McGill University; Physician, Mon- 


treal Children’s Hospital; formerly Paediatrician-in-chief, Royal Victoria Hospital, Montreal. 215 
pages, illustrated. $4.50. New! 


McClain’s Simplified 
Arithmetic for Nurses 


Frobisher & Sommermeyer — 
Microbiology for Nurses 


New (2nd) Edition!—This up-to- 
date little book will take away 
much of the strain involved in solv- 
ing problems of dosage and solu- 
tions and give you a fresh new out- 
look on dealing with numbers. 


You'll learn the simplest way to 
find: the amount of water to add 
to a liquid drug; doses when tab- 
lets are divided; ratio strength; ete. 
Explanations are given with each 
type of problem so that you can 
easily study the book at home by 
yourself. Forty practice problems 
are included under each type. The 
denominator in the formulas for 
children’s doses is clearly ex- 
plained. 

By M. EstHer McCLAIN, R.N., M.S., Instruc- 
tor, Providence Hospital School of Nursing, 


Detroit. 150 pages, illustrated. About $2.00. 
New (2nd) Edition—Just Ready! 


CAde tule Yy / 


New (10th) Edition!—This popular microbiology text has been vir- 
tually rewritten to bring it in line with today’s knowledge. It will give 
you a clear understanding of such problems as: the Rh factor, microbial 
variation and antibiotic resistance, BCG vaccination, ete. 
By MARTIN FROBISHER, S.B., Sce.D., Special Consultant, Laboratory Branch, Communicable Dis- 
ease Center, U.S. Public Health Service; and LUCILLE SOMMERMEYER, R.N., B.S., Ed.M., Pro- 
fessor in Nursing, Chairman of Department of Biological and Physical Sciences, Assistant Dean, 
3oston University School of Nursing. About 596 pages, with 199 illustrations. About $5.00. 
New (10th) Edition—Just Ready! 


Frobisher, Sommermeyer & Goodale — 
Microbiology and Pathology for Nurses 


New (5th) Edition!—A “two-in-one” book that includes the “Frobisher 
and Sommermeyer” text (above) plus sound material on pathology. New 
help on autoclaves; viruses; helminths; gaseous sterilization; ete. 

3y MARTIN FRopisuer, S.B., ScD.; LUcILLE SOMMERMEYER, R.N., B.S., Ed.M.; and RAYMOND 


H. GoopaLe, M.D., Lecturer in Pathology, Worcester-Hahnemann Hospital, Worcester, Mass. 
About 990 pages, with 293 illustrations. About $7.50. New (5th) Edition—Just Ready! 


Sommermeyer — Microbiology Lab Manual 
New (2nd) Edition!—The aseptic technique so essential in nursing is 


clearly taught in the 41 laboratory exercises in this manual. 
By LUCILLE SOMMERMEYER, R.N., B.S., Ed. M. 154 pages, 8%” x 11”. $3.50. New (2nd) Edition 
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Nursing IV orld 


COVER: The charge nurse, the regis- 5 an 


tered nurse assigned to the unit, and a 
nurse’s aide assist the intern to examine 
a patient newly admitted to the special 
care zone, for the seriously ill. “Progres- 
sive Patient Care,” on page 10, describes 
the system whereby patients are classi- 
fied according to their medical needs 
rather than by their economic status or 
by the type of disease. 





Edward J. Thoms 


Provressizn 


PATIENT CARE 


Edward J. Thoms, A.B., whose article “Progressive 
Patient Care: Part I” appears on page 10, was edu- 
cated at Columbia University, School of Hospital 
Administration, School of Public Health, and Gradu- 
ate School of Business. He was administrator and 
hospital consultant, Brooklyn Thoracic Hospital; ad- 
ministrator, Crotched Mountain Rehabilitation Cen- 
ter; and assistant director, Vanderbilt Clinic, Pres- 
byterian Medical Center. Mr. Thoms is a member of 
the American College of Hospital Administrators; 
trustee of the Connecticut Hospital Association; 


director of the Manchester Heart Association, Red Cross, and Cancer So- 
ciety; and at present is administrator of The Manchester Memorial 


Hospital. 


In the last of three articles, Francis W. Larkin, R.N., B.S., describes some 
“Further Uses of Role Playing,” beginning on page 16. Mr. Larkin is 
assistant clinical instructor, psychiatry, at The Bellevue and Mills Schools 
of Nursing in New York City. The series of articles has dealt with the 
importance of role playing as a teaching aid, and this final article discusses 
further uses of role playing in helping students to observe and record 
mental symptoms or syndromes accurately and objectively by entering 
actively and dynamically into facsimile nurse-patient situations likely to 
occur while the nurse is actually on the job. , 


Virginia Bonney 


Virginia L. Bonney, R.N., M.A., considers the “Re- 
habilitation of the Cardiac Patient” on page 14. 
She received her diploma in nursing from The Johns 
Hopkins Hospital School of Nursing and her M.A. 
from Teachers College, Columbia University. She is 
working on her Ph.D. at New York University. Miss 
Bonney was Public Health Research Fellow, Divi- 
sion of Research Grants, National Institutes of 
Health, Department of Health, Education, and Wel- 
fare. Currently she is director, Rehabilitation Nurs- 
ing Program, instructor, Department of Nurse Edu- 


cation, School of Education, New York University, and nursing consultant 
of Project Staff, Homestead Study Project, Goldwater Memorial Hospital. 
In addition the author served with the Army Nurse Corps during World 
War II and is a member of several professional associations, including the 


NLN, ANA, and the American and New York Public Health Associations. 


Lovise Candland 


Louise Candland, R.N., B.S., author of “Is Occupa- 
tional Health Nursing a Specialty?” (page 19), is a 
graduate of Latter Day Saints School of Nursing, 
Salt Lake City, Utah. She received her B.S. from 
Teachers College, Columbia University, and is now 
doing graduate work in Public Health Nursing at 
New York University. Her background includes 
general staff, operating room, public health, and in- 
dustrial nursing. Miss Candland was occupational 
health nursing consultant for 13 years and supervisor 
of occupational health nursing for 3 years. Among 


her publications she numbers Nursing World, AAIN Journal, Sight Saving 
Review, and Industrial Medicine and Surgery. 
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Plans and Programs 


ANA’s International Interests—The num- 
ber of foreign nurses working or study- 
ing in the United States under ANA’s 
exchange visitor program continues to 
increase. Totals for 1958 show that 499 
professional nurses from 35 countries 
took advantage of the exchange pro- 
gram—an increase over 1957 totals of 
156 from 35 countries. 


Boston University Program—A radically 
new approach in mental health has 
been developed by the Boston Uni- 
versity School of Nursing in con- 
junction with the Massachusetts Mental 
Health Center. The program attempts 
to promote a better understanding of 
the role of the mental 
patients, their families, social service 
workers, doctors, and the local com- 
munity and 


hurse among 


aims at providing better 
patient care—trying primarily to keep 
the patient in closer contact with fam- 
ily and community. 

Since its inception 575 patients have 
received personalized about 
100 student participate each 
vear. Specifically, the School is trving 
to work out a program in cooperation 
with the public health nurses whereby 
the same relationship of patient-nurse 
that has existed in the hospital will be 
continued by the public health nurse 
when has been 


sery ice; 
nurses 


the patient released. 
East Bay Center—The first East Bay 
diagnostic center for children with neu- 
rologic disorders has been opened at 
Children’s Hospital of the East Bay, 
Oakland, Cal. It will be operat ‘d on 
an outpatient basis. Coordinator of the 
new medical Dr. Edward H. 
Sens. He will make an initial evalua- 
tion and refer the patient to appropriate 
Mec of the diagnostic 
team will be integrated with a t aching 
program it 


team is 


consultants, tings 
1 children’s neurology. Pri- 
vate physicians may 
to the 


who PVN 
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team, as mav_ other 


agencies 
wish the'r services. 
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Federal the 
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federal aid for ad- 
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three 
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nurses 


supervisory, and teaching positions. In 
July the program was extended for an 


REPORTS 


additional five \ and six million 
dollars was allocated for the current 
fiscal vear. Nurse trainees come from 
everv. state in the and from 
Puerto Rico. They studied in schools of 
nursing and schools of public health 
through the traineeships awarded. Cur- 
rently 86 schools participate in the 
program. This vear for the first time 
traineeships are awarded for short-term 
intensive training. 


vears 


union 


Minnesota Scholarships—The Minne- 
sota state legislature transferred ad- 
ministration of the $75,000 annual 
nursing student scholarship fund from 
the State Board of Education to the 
Minnesota Board of Nursing. A maxi- 
mum of $600 is provided to basic pro- 
fessional nursing students and $300 to 
practical nursing students. Students 
are required to be in programs pro- 
viding rural or state psvchiatric hospi- 
tal nursing courses, and recipients are 
obligated to practice nursing in Min- 
nesota for one vear immediately fol- 
lowing graduation. 


Avalon Grant—The NLN_ announced 
receipt of a grant of $100,000 from the 
Avalon Foundation, New York, for the 
extension of services to schools of 
practical nursing. The grant is for a 
four-vear period. These funds will 
make it possible for the League to 
initiate a study of schools of practical 
nursing and to sponsor regional con- 
ferences for teachers in practical nurs- 


ing. 
Cardiac Adjustment—The American 
Nurses’ Foundation has begun a five- 


vear study of family and_ patient ad- 
justment to the crisis of cardiac dis- 
ease. A grant of $96,749 has been 
awarded for the first two vears of the 
project by the National Heart Institute 
of the National Institutes of Health, 
U.S. Public Health Service. The study 
will the and 
tional problems arising as a result of 
Walter L. 
the pro- 


investigate social emo- 
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Meetings and Workshop 


American College of Surgeons—Nurses 
and doctors will join forces to plan 
better care of surgical patients at the 
annual four-day joint Sectional Meet- 


ing of the American College of Sur- 
geons in Boston, Feb. 29-March_ 3. 
Nurses are cordially invited to attend 
and, as guests of the College, pay no 
registration fee. Headquarters will be 
the Sheraton-Plaza Hotel. 


Rutgers Workshop—Rutgers University 
College of Nursing will hold a work- 
shop on “The Role of the Nurse in 
Preparation and Support of the Family 
During Hospitalization of the Child,” 
Feb. 15-19. Sessions will feature role 
plaving, the healthy child’s self-image, 
roles of the nurse, and the public 
health nurse’s preparation of parents 
for their child’s hospitalization. 


ANA Convention—The ANA 42nd 
Convention will be held in Miami 
Beach, Florida, May 2-6. Improvement 
of professional nursing practice will be 
the major focus for the 1960 Conven- 
tion. 


Publication 


Staphylococcal Infection—A —compre- 
hensive annotated bibliography, con- 
sisting of over 300 references on 
staphylococcal infections, has been 
prepared by Mary R. Lester, R.N. This 
bibliography is featured in the Decem- 
ber issue of the American Journal of 
Nursing. A limited number of reprints 
are available at a cost of 25¢ and 
copies can be secured by writing to the 
American Journal of Nursing, 10 Co- 
lumbus Circle, New York 19, N.Y. 


Organizations and Policies 


American Public Health Association— 
The APHA issued a four-point policy 


statement to the effect that population] 


growth and family size should be in- 
tegral parts of the health program and 
shou'd include medical advice and serv- 
ices. The statement was adopted by 
the Governing Council of the 13,000- 
member association. The purpose of 
the statement is “to give the individual 
public health official or public health 
worker guidelines toward providing 
people with the best possible health 
protection,” said Dr. Mattison, execu- 
tive director. 


New PC and PS Policy—Implementa- 
tion of the policy restricting service to 
ANA members and first year profes- 
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gional nurse graduates has been ac- 
zepted by nurses requesting service 
from the ANA PC & PS. Twenty-two 
pf the 26 SNA PC & PS offices now 
a similar policies restricting service 


to members. 


Nurses’ Clubs—A national charter for 
Future Nurses Clubs will be offered 
jearl) in 1960 by the NLN. These clubs 
mre high school organizations formed 
to help young people explore nursing 
and community health programs. 
There are 3,000 clubs with a 
similar purpose in high schools across 
the country. Requests for applications 
for charter may be made to Future 
Nurses Clubs, National League for 
Nursing, 10 Columbus Circle, New 
York 19, N. Y. 


such 


Minnesota R.N. Law—During the 1959 
state legislative session the Minnesota 
R.N. law was amended to include a 
definition of professional nursing after 
July 1, 1960, an injunction applicable 
to nonlicensed persons practicing pro- 
fessional nursing and a provision for 
licensure by waiver before July 1 of 
persons with certain qualifications. The 
waiver clause requires health and char- 
acter references, satisfactory record of 
at least two vears of professional nurs- 
ing experience in Minnesota, and com- 
pletion of an accredited professional 
nursing program. 


Advisory Group—The NLN has appoint- 
ed an advisory committee on the ac- 
creditation of hospital schools of nurs- 
ing, with equal representation from the 
American Hospital Association and the 
NLN. The committee will advise the 
NLN on simplifving procedures and 
stabilizing financing of the accredita- 
program. The first meeting is 
scheduled for January, 1960. 


tion 


Study Plan—A plan for a study direct- 








ed toward working out organizational 
rearrangements that will enable the 
profession to discharge its full respon- 
sibilities will be developed for presen- 
tation to the ANA House of Delegates 
in Mav 1960. It must be determined 
what functions ANA should carry in 
order to meet these responsibilities. 
The ANA has invited the NLN to join 
ina review and evaluation of objec- 
tives and functions of the two groups. 


Advisory Service—The Board of Direc- 
tors of the American Nurses’ 
tion, Inc., has engaged the public rela- 


Founda- 


tions firm of Tamblyn and Brown, Inc., 
to provide advisory and counsel service 
lor its expansion protram. The latter 
isa pioneer in the field of fund raising 
and adheres to the Association of Fund 
Raising Counsel, Inc., Fair 
Code. 


Practices 


XUM 


Liaison Committee—The ANA and the 
AMA have established an informal liai- 
son committee to facilitate exchange 
of information and joint exploration on 
topics of mutual concern. Among areas 
of mutual interest outlined in prelimi- 
nary meetings were research and legal 
problems of medical and nursing prac- 
titioners. 


Surveys 
On-Call Plans—On-call compensation 
plans for general duty nurses employed 
in operating rooms vary greatly, ac- 


cording to the February 1959 
check of current hospital nursing em- 
ployment conditions in nonfederal gen- 


spot 


eral hospitals. The survey was con- 
ducted by the ANA 
Statistics Unit. Hospitals that paid for 
stand-by time most frequently 
compensation in the form of extra pay 
per shift or 24-hour period. When 
compensation was given for actual 
time worked, it was most frequently 
in the form of straight time pay or 
straight time off. 


Research and 


gave 


Hospital Salaries—Salaries of profes- 
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sional nurses in hospital nursing serv 
ice positions varv according to such 
the the 
and size of the hospital, according to 
the ANA Research and Statistics Unit 
information collected in February 
1959. Questionnaires sent to a repre- 
sentative sample of nonfederal general 
hospitals in the U.S. provided this in- 
formation. Professional the 
Pacific :region are the highest paid in 
the country. Nurses who work in hospi- 
tals with large bed capacities are gen- 
erally higher paid than are nurses in 
small hospitals. Since 1954 there has 
been a 24.5% increase in the 
of general duty nurses. 


factors as region of country 


nurses in 


salaries 


Nursing Fees—The ANA Research and 
Statistics Unit conducted a mail ques- 
tionnaire survey in February 1959 on 
the average private duty nursing fee. 
This fee was found to be $3 higher 
than in December 1954, when a sim- 
ilar survey was conducted. A 
of employment standards established 
by private duty nurses shows a corre- 
lation between the standards and ac- 
tual fees reported in the 1959 survey. 
A folder containing additional infor- 
mation on this data and other material 
on the economic security program as it 
affects the private duty nurse is being 
prepared for distribution in the near 


review 


future and may be ordered through 
the ANA. 


Appointments and Award 


NLN President—Marion W. Sheahan, 
R.N., Deputy General Director of the 
National League for Nursing, was chos- 
en as president-elect of the association. 
She succeeds Dr. Merrill at the conclu- 
sion of the 88th annual NLN meeting 
in San Francisco, October 31-Novem- 
ber 4, 1960. 


New B.U. Instructor—Miss Arline Claire 
Petrick of Webster, Mass., has been 
appointed to the faculty of Boston 
University’s School of Nursing in the 
position of instructor in psychiatric 
nursing. Miss Petrick was assistant 
director of nurses at Ring Sanitorium 
in Arlington, Mass., for a vear after 
receiving her B.S. from the University’s 
School of Nursing. From 1954-58 she 
was Supervisor of Child Psychiatric 
Nursing at the Massachusetts Mental 
Health Center in Boston. 


Health and Beauty Services Post—Cath- 
erine R. Ready has been appointed to 
the newly created post of Director 
of Health and Beauty Services for the 
Bristol-Myers Products Division. Miss 
Ready was formerly assistant director 
of that firm’s Educational Service De- 
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partment. Her new position will @ 
tail radio and television appearance 
as well as work with business, ind 
try, trade and professional groups, a 
educational organizations. 








Junior College Aide—The NLN ; 
nounced the appointment of Paul 
Johnson, Ed.D., former dean, Ba 
more Junior College, as consultant 
general education to junior and cor 
munity college nursing programs. The 
are at present 46 such colleges ofteriy | Pa 

{ 


associate degree nursing programs. 








ers of 
New AFNC Chief—Lt. Col. Dorothgchiatry 
N. Zeller has been named Chief of tPennsy 
United States Air Force Nurse Corp ville, I 
She succeeds Col. Frances I. Lay. [geonsun 
Col. Zeller graduated from the Philgquaint 
delphia General Hospital School geept " 
Nursing. After a vear as Fever Theragits Nov 
Technician at Philadelphia Genergpresen 
Hospital she entered active milita titled 
duty. During her 23 years of contin descril 
ous active duty she has served as Chi results 
Nurse at Bakersfield Air Force Basge™ploy 
LeMoore Air Force Base, and Hamm¢ The 
Field. She was also Chief Nurse gtude o 
Germany and at Randolph AFB, Te the em 
as. In January 1959 Lt. Col. Zellj people 
was named Deputy Chief of the U. human 





AFNC. restore 
ciety. | 

New Supervisor—Miss Dorothy M. HagWith | 
; served 


ris has been appointed supervisor of th 
Visiting Nurse Service of New York di 
trict office in Astoria. She was inane 
assistant supervisor in the agency’s Lov 
er West Side office. 

Miss Harris received her B.S. degr 
from the Department of Nursing Educ 
tion, New York University, and her M.A 
from the Division of Nursing Educatiog 
Teachers College, Columbia University 
She has served on the staff of Metr 
politan Hospital, New York City, ani 
in the Army Nurse Corps during Worl 
War II. 
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Distinguished Service—Mrs. Nelson 

Rockefeller was honored on October 3 
for “distinguished service to nursing 
in a ceremony held at Woman’s Hosp 
tal. The award, first of its kind, wa 
made by the New York Counties Regis 
tered Nurses Association and_ thgere Pp 
presentation was by Miss Cora E. Pike All _— 
R.N. New York’s first lady has helped contain 
to foster new programs of nursing edu Hower 
cation throughout the United States he arti 
She has also been a member of thp”Y ™ 
Board of Managers of the Bellevu tents. 
School of Nursing since 1932 and itg™secur 
president from 1951 to 1954. Mr vhat th 
Rockefeller was a member of the Adj !Wo 
visory Council of Nursing to New urrentl 
York City; a member of the Defensq"dUe < 
Advisory Committee on Women in thp! Law 
Services; and a member of the Nationa of | 
Advisory Health Council. nosis 
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NURSING 


N THIS column last July, 1959, 
Nursinc Wor tp informed its read- 
ers of the practice of “open door” psy- 
chiatry that is currently in effect at the 
Pennsylvania State Hospital in Embre- 
ville, Pa. During the months following, 
consumer magazines have been ac- 
quainting the public with this new con- 
cept in the care of the mentally ill. In 
its November 16 issue, Time magazine 
presented an illuminating article en- 
titled “Open Door in Psy chiatry,” which 
describes the dramatic and favorable 
results of this technique, which is now 
employed at other mental hospitals. 
The article reviews the humane atti- 
ancient Greeks in treating 
Although ill, 
treated as 
y might be 
restored to health and returned to so- 
cietv. In those days the healing temples 
with their calm, restful atmosphere 
served as therapy for the mentally ill. 


the emotionally disturbed. 


people were nevertheless 
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Through the years, however—prima- 
rily during the nineteenth century, in 
what the article describes as the “twi- 
light of a new Dark Age for the men- 
tally ill’—people were “herded into 
gigantic barracks, usually out in the 


country, to be out of sight and out of 
mind.” For more than half a century 
strong security measures, including 


guarding the gates and keeping the pa- 
tient under lock and key, were followed 
in 99 per cent of the state and private 
mental hospitals. Fearful of people in- 
juing themselves and others, hospital 


personnel stripped patients of almost 
all belongings and items considered 


deleterious. In dining rooms patients 
were permitted to eat only with spoons. 
All smoking was banned. The wards 
contained no drinking glasses, vases, 
flower pots, or mirrors. According to 
the article, such precautions were neces- 
sary with only a small number of pa- 
tients. “It was society itself that was 
insecure and full of irrational fears of 
What the mentally ill do,” it reports. 

Two hospitals in New York state 
currently employing the open door tech- 
nique are mentioned in the article. At 
St. Lawrence State Hospital (the small- 
est of New York’s 18 state hospitals— 
it has never accommodated more than 





2,300 patients), which is 100 per cent 
open, there is an attractive new look 
inside the institution. Modern furni- 
ture has replaced old, uncomfortable 
benches, and colorful drapes adorn 
what were once bare, dreary windows, 
now no longer barred. Today patients 
are permitted to use electric washing 
machines, dryers, irons, and _ scissors 
when they sew. For male patients there 
is a ward barber shop where they may 
shave themselves. (The attendants 
change the blades in safety razors.) 
Those interested in woodwork may use 
any tool in the craft shop. Dr. Herman 
B. Snow, director of the hospital, has 
declared that there have been fewer 
accidents and suicides since these prac- 
tices have been introduced. 


Innovation 


In the Time article Dr. Robert C. 
Hunt, director of Hudson River State 
Hospital in Poughkeepsie, explains how 
the open door svstem is functioning 
there. At this institution, where 96 per 
cent of the patients are in unlocked 
wards, 80 per cent are allowed, during 
part of the day, to roam the grounds 
freely without supervision; 60 per cent 
have downtown privileges. Dr. Hunt 
first became director in 1957, at which 
time only 16 per cent of the 6,000 pa- 
tients were in open wards. When he 
began to remove bars and unlock more 
doors, the communities in Dutchess 
County were concerned that AWOL 
patients would start a crime wave. Dr. 
Hunt states that there has been no such 
occurrence in the last two years. In dis- 
cussing the reactions of patients to the 
open door sv stem, he comments: “They 
derive much more importance from the 
attitudes of people around the patient. 
. If he [the patient] senses that we 
expe ct him to be suicidal, or try to get 
away, or to be violent, he will oblige 
us. The open door is a symbol of our 
new-found belief that we expect pa- 
tients to get better. It is only a symbol 
and not a panacea. It must be used in 
combination with every other form of 
treatment we know.” 


Initiative and Self-Control 


institution mentioned in the 
California’s Stockton State 


Another 
article is 







AS OTHERS SEE IT 


by SHIRLEY HOPE ALPERIN, R.N. 


At Stockton, which is 


Hospital. 
cent open, considerable effort has been 
made by the staff to encourage initiative 


45 per 


and self-control in their patients. A 
form of social order has been estab- 
lished whereby certain patients act as 
door monitors over others. In this ca- 
pacity, they see to it that disturbed 
patients do not freely leave the ward. 
In one of the female units two patients 
volunteered to participate in a drama 
to be performed for the other patients. 
One woman assumed the role of a sub- 
missive wife while the other played a 
domineering husband. The article re- 
ports that the patients attending the 
playlet reacted with “remarkable psy- 


chological insight” in their comments 
and criticism. 
According to Time, the reluctance 


of private hospitals to adopt the open 
door technique can be attributed to the 
fear of damaging incidents and lawsuits. 
However, Stanford Hospital in San 
Francisco has an open 14-bed unit in 
its psychiatric department located on 
the second floor of the hospital. The 
patients hold daily meetings in this 
unit, where they discuss restrictions on 
other patients who appear disturbed. 
The patients themselves decide whether 
such objects as knives and razor blades 
should be kept in accessible places in 
the unit. “Collectively, at least, the 
patients’ internal controls are excellent,” 


declares the article. Dr. Anthony J. 
Errichetti, Jr., chief psychiatrist at Stan- 
ford, adds: “And every member of 


the staff has had to learn to contrel his 
own insecurity and paranoid feelings.” 

The article believes that it will take 
a gener ation or more to eradicate many 
of the old, tradition-bound practices 
still being used in many mental hospi- 
tals. An innovation in one modern in- 
stitution is the converting of seclusion 
rooms into kitchenettes and beauty 
parlors. At this open door hospital, the 
patients may wear jewelry and carry 
their own matches and lighters. 

Although the open door method does 
not profess to be a cure-all, it is prob- 
ably the most significant development 
in the care of the — ill. With 
this thought in mind, Dr. Hunt asserts 
that it is the be as well as our- 
selves, who should start realizing that 
“incarcerated madness is really un- 
necessary.” 





The distribution of nursing personnel needed to achieve an effective progressive patient care program is as follows: ten 


a special care unit, five to an intermediate care unit, three to a continuation care unit, and one to a self-service uni 


PKOGRESSIV E 
PATIENT CARE: 


PART I 


In the first of two articles on progressive patient care, the author describes 
a new method of hospital organization practiced at The Manchester 
Memorial Hospital, where patients are classified according to 
medical needs rather than by economic status or type of disease. 


¥ HAS been said that there is noth- 
ing new under the sun; progressive 
patient care is not entirely new, but its 
application as a method of study and 
development of the modern hospital is 
In this article I would like to dis- 
cuss our experience with progressive 
patient care at Manchester Memorial 
Hospital during the past two vears. To 
attempt to do more than hit the high 


new 


spots will be impossible. 
Progressive patient care is the sys- 


10 


by EDWARD J. THOMS, A.B. 
Administrator, 
The Manchester Memorial Hospital, 
Connecticut 


tematic classification of patients accord- 
ing to their medical needs. Instead of 
being regulated according to either the 
economic status or tvpe of disease (i.e., 
medical-surgical service) as had been 
done previously, the hospital is organ- 
ized according to the phase of disease. 
Thus four units were developed. Pa- 
tients at various stages of illness are 
classified according to the following 
medical needs: Special care (or inten- 
sive care), for the seriously ill; inter- 


mediate care, for the patients who 4 
ill, but not seriously so; self-service ca 
for the patient able to answer his o 
needs; continuation care, for 

chronically ill patient with an ac 
exacerbation of his illness or an ac 


illness in addition to his chronic illné 


which necessitates hospitalization. 


Before and After 


Perhaps the most palatable way 
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explain our program is for us to take a 
| yrief look at our hospital before and 
ifter progressive patient care was in- 
\ stituted. Only three short years ago, 
yefore the institution of our program at 
Manchester, a doctor was called one 
vening to see an elderly patient who 
ybviously had a serious heart attack. 
He called the hospital, the switchboard 
responded, and he asked for the night 
supervisor in order to obtain the neces- 
ary bed. While the switchboard called 
here and there trving to find the night 
upervisor, he waited and waited. 
Finally after several minutes she was 
ocated in the delivery room. “Just a 
minute doctor, I have to go to the front 
fice to find out the bed situation.” 
And he waited and waited. Several 
minutes later her panting voice said, 
‘You can have a bed on Second East. 
Just a minute, I'll give you the floor.” 
hen she clicked the switchboard, “Will 
ou transfer this call to Second East, 
please?” 

The bell on Second East rang and the 
urse who was at the other end of 
the corridor caring for an ill patient 
aad to interrupt her work and hurry 
o the telephone. “Yes doctor, I hope 
its not another sick one because I’m 
loaded tonight.” To these words the 
doctor responded, “I’ve got a cardiac; 
will you get the oxvgen tent and some 
levophed readv—and we may have to 
use some digoxin, so will you get an 
ampule at the bedside. Place the pa- 
tient on routine coronary orders. I'll be 
in with the patient in an ambulance in 
nu few minutes.” 

This was only the beginning of the 
nurse's problem. For oxygen she called 
the Maintenance Department, but the 
maintenance man was on his_ night 
rounds and he could not be located im- 
mediately. The last ampule of levophed 
on the floor had been used and she had 
to call the night supervisor to arrange 
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The charge nurse, a registered nurse assigned to the unit, and a nurse’s aide 
assist the intern to examine a new patient admitted to the special care zone. 


for a dash to the pharmacy to obtain 
the necessary levophed. While she was 
in the midst of these telephone calls 
the patient arrived on the floor to go 
to an empty bed. Now, with the doctor 
and the patient present, the nurse was 
really harassed. It was approximately) 
10 minutes from the time of the tele- 
phone call until the patient received the 
necessarv medication as ordered. I do 
not know what happened to the other 
ill patients on the floor during this 
time, but I have the feeling that their 
bells were ignored. 

Contrast this with another experience 
just a few months ago. It was late in 
the evening that the same doctor re- 
ceived a call from an elderly neighbor, 
that she having 


complaining was 


A patient arrives at night in the special care zone. All arrangements are made 
with the minimum disruption of the routine hospital activities and operations. 


' 


trouble breathing. Taking his bag and 
hurrving across the street, he found 
her indeed to be in trouble with pul- 
monary This time he called 
the hospital switchboard, but there was 
no delay. “Special care, please.” The 
nurse’s voice on the other end of the 
line replied, “Yes, doctor, we have a 
bed; what are the orders?” Once again 
the orders were: Oxygen, levophed, 
digoxin, rotating tourniquets, coronary 
care, etc. A few minutes later the doc- 


edema. 


Nurse’s aide transfers a patient to in- 
termediate care, demonstrating simple 
method of a wheelchair and clothesbag. 
























A doctor examines a patient in her room in the experimental self-service unit, 
where patients live as unrestricted as possible, among homelike surroundings. 


at the hospital with the 
patient—but what a difference! This 
time the tent already in 
place at the bedside, the levophed was 


tor arrived 


oxvgen was 
standing ready to be started, the digoxin 
was on the stand, and all the orders had 
been carried out without any disruption 
of the usual routine hospital activity 
A nurse in attendance 
with all the equipment, medications, 


was constantly 


ind facilities immediately available to 
handle anv emergencv. Furthermore, 
the process of idmitting the patient 


had by-passed the admitting office so 
that there was no delay in terms of 
telephoning the orders or arranging the 
entry of the patient to the hospital. And, 
may I add, this has been the situation 
24 hours a day, 7 days a week, 52 weeks 
a vear, for the past two and one-half 
vears. 

In addition to these medical emergen- 
cies, the major surgical procedures for 
our hospital such as gastrectomy, hys- 
terectomy, cholecysterectomy may uti- 
lize this unit as the patients and their 


In the employees’ cafeteria the chief dietitian explains to a self-service pa- 
tient how to select his food by means of the “Dial Your Diet’’ educational aid. 






















physicians desire. Experience has taughtind t 
us that use of the unit varies, withf> car 
about 60 per cent allotted to surgervgbout 





and 40 per cent allotted to medicine. fision 
flietiti. 
Intermediate Care feives 


1akes 

The intermediate care unit remaiatheous 
much the same as it was before progres-Makes 
sive patient care was instituted. Intog]lowe 
this area move the less seriously ill pa-flietiti: 
tients, either through admission or trans-hatien 
fer. The largest percentage of patientspr five 
move into and out of intermediate carefhe pa 
without using any other hospital facilfection 
itv. The nursing staff levels also remainhis ow 
the same as before progressive patientfor hir 
care. By removing the acutelv ill prob$f pap 
lem patients from this area of the hos leavi 
pital, we have been able to provide @ thing 
stable staffing program and a constantustom 
level of nursing care with fewer intergoes bh 
ruptions and less noise during the nightfhained 
Conversely, by removing the mentally§nows 
and physically alert patients, we havapith it 
also removed to a large extent the def A m 
manding patient, so that the nurse igfram | 
able to take care of the seriously ill pagnit. A 
tient rather than act as a waitress fomperi 
patients who are actually physically abl 
to get their own glass of water. 

Consider next the self-service unit 
This experimental unit has facilities fo 
accommodating 33 patients. Here th 
patient is allowed to wear his ow 
clothes and lives under as few restric 
tions as possible. There are unlimited 
visiting hours and the patient is ex 
pected to care for his own bodily needs 
In this unit are handled the problems o 
the diagnostic work-up, the peptic ulce 
patient, the mild depressive, and, ideal 
ly, the recently diagnosed diabetic fo 
regulation. 

This unit might best be illustratem@ 
by the example of a 68-year-old house 
wife who had arteriosclerotic heart di 
ease with angina for several years. Heg s= 
husband had a cerebral hemorrhage and 
was hospitalized. Next she developed 
more frequent attacks of angina, to thé 
point where she was having attack 
every half-hour. She was admitted t 
the self-care unit where a cardiac evalu 
ation was done, then placed on anti 
coagulant therapy—with the limited aq” 
tivity possible in this unit—and her an ‘ 
gina subsequently subsided. She wi 
hospitalized for about seven days and 
returned home on continued anticoag 
lant therapv. It is felt that through thé 
self-service unit we were able to ward 
off a probable impending mvocardial in 
farction. 
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The Diabetic 


One of the problems best handled i 
the self-service unit is that of the di 
betic. Here the nurse gives the diabeti 
instructions as to his insulin injectio 
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1S taughtind teaches him to check his urine and 
eS, withfo care for his body. The patient reads 
surgervgbout his disease under the active super- 


licine. 


vision of the nurse and the doctor. The 
fietitian counsels the patient and he re- 
teives his daily diet list from which he 
then, as he goes 


iakes selections; 


remaingrough our emplovee cafeteria line, he 
progres4makes his own choice as to food and is 


ed. 


Intogllowed to make mistakes which the 


v ill paflietitian corrects immediately as the 


or trans: 


atient goes through the line. After four 


patientspr five days of this type of supervision 
iate carefhe patient learns to give his own in- 
tal facilfections, to check his own urine, to take 
) remainhis own medications—in short, to care 

patienifor himself. Rather than being a piece 
ill prob§f paper which is thrust at him as he 
the hos; leaving the hospital, the diet becomes 


rovide 


constant 


thing of reality with which he is ac- 
ustomed to live every day. When he 


er interfoes home this patient is thoroughly 


he night 
mentally 


rained in terms of his illness so that he 
nows his disease and is able to live 


we havewith it the rest of his life. 


the 


def A more recent addition to the pro- 


nurse igram has been the continuation care 
ly ill pagnit. At the present this is a small ex- 
itress foperimental unit of 11 beds to which we 
ally abl@dmit patients with such problems as 


r. 
ice 


ilities fomignancy, 


Here 


hemiplegia, severe multiple fractures, 


unitBiabetics with amputation, cases of ma- 


severe protracted cardiac de- 
th@ompensation, and other long-term ill- 


his owmesses which require rehabilitation and 
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These patients will generally be in the 
hospital at least 30 days. A survey of 
five acute general hospitals in Boston, 
Massachusetts, by Dr. Leonard S. 
Rosenfeld, revealed that 2 to 6 per cent 
of the patients in any general hospital 
fall into this category. He further noted 
that these patients require a_ large 
amount of nursing care. 

To demonstrate the function of this 
unit, I would like to mention the case 
of a 71-year-old cardiac who fell at 
home and fractured his hip. He was ad- 
mitted to the special care unit for a 
period of two days, where he was pre- 
pared for surgery and then had a pros- 
thesis inserted in his hip. He was trans- 
ferred to the continuation care unit 
where, within a period of three weeks, 
he was moved from his wheelchair to 
crutches and returned home, complete- 
ly ambulatory with the aid of crutches. 

There is another case of an elderly 
diabetic who developed diabetic gan- 
grene, was admitted to the hospital, had 
a mid-thigh amputation, was treated for 
three days in the special care unit, then 
transferred to the intermediate care unit 
for three days, and finally to the con- 
tinuation care unit where he progressed 
to the wheelchair and ultimately to 
crutches. After a total hospitalization 
period of a month he was discharged 
from the hospital; for the first time in 
the doctor’s ten years of experience had 
he seen a patient fully and adequately 





The charge nurse of a continuation care 
unit assists a patient to use a walker. 


trained in the use of his crutches, dia- 
betic routine, and body care in such a 
short time. 

Thus we have seen some of the bene- 
fits to be derived from this new method 
of hospital organization, whereby the 
severity of the patient's illness and the 
constant urgency of his medical needs 
determine the facilities which are as- 
igned to him 
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[rustees, doctors, administration, and nursing are represented on the Development Committee (/. to r.): Mrs. V. Dormer, Direc- 
lor of Nursing Service, E. J. Thoms, Administrator, E. A. Weden, President of Board of Trustees, H. J. Lockward, M.D., G.A.F. 
lundberg, Jr., M.D., and Miss J. Strachan, Nursing Consultant, U.S. Public Health Service, and the hospital liaison officer. 


































In this article the author examines the problems of the adult cardiac patient 


from the viewpoint of the public health nurse. She outlines the duties 
of the nurse as well as the major need areas where community 
services can help the patient to help himself. 


Rehabilitation of the 


by VIRGINIA BONNEY, R.N. 


CARDIAC PATIENT 


Director of Rehabilitation Nursing Program and Instructor, Department of 


Nurse Education, School of Education, 
Nursing Consultant of Project Staff, 


New York University, and 


Homestead Study Project, Goldwater Memorial Hospital 


HALF-MILLION New Yorkers are 

afflicted with some heart ailment. 
Upon hearing this statement one tends 
to think of them as “out there some- 
where” in the vastness of the city or as 
statistical data on some agency’s case- 

) 

load. This half-million figure means, 
roughly, that 1 in every 16 persons—or 
64% per cent otf any representative sam- 
ple of New Yorkers—has heart disease. 

It will help to understand the prob- 
lems of the heart patient if we try to 
imagine ourselves a cardiac patient just 
returned home from an initial hospitali- 
zation with heart disease. What are his 
particular needs, problems, and wor- 
ries? Has he an attitude of philosophi- 
cal reflection, pervaded by calm accept- 
ance of circumstances? Or is that 
dynamic person, always in robust health, 
who considered himself indestructible, 
now reacting to this turn of events with 
resentfulness and belligerence? 

The problem begins with the rou- 
tinized procedure of hospital admission, 
where the patient is divested of every- 
thing, including clothes and status. Per- 
haps that is why the patient wants to 
get out of the hospital so much—to re- 
trieve those two important commodities, 
especially status. But something is 
wrong. His status just isn’t the same, 
even at home. Home is almost a 
stranger. People and things are seen 


The author presented this paper in large 
part to the New York Heart Association 
program meeting on “The Problems of the 


Adult Cardiac.” 
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in a different perspective. Noises are 
bothersome. His two children come run- 
ning into the house fighting, and, 
relief from his doleful reverie, he shouts 
at them—but it doesn’t have its usual 
electrifying effect. Instead, they come 
over, pat his arm, and say, “Hey, Dad, 
take it easy. You're not suppose ‘d to get 
excited, you know. We'll get you a glass 
of water.” 

Feeling more frustrated than ever, 
the patient retorts that he doesn’t want 
a glass of water and to get out and let 
him alone. The hurt look on their faces 
as they retreat fills him with remorse. 
Things aren’t right—but what is wrong? 
A problem exists, but it is difficult to 
define. 

What are the cardiac’s problems at 
home? How can we define them? This 
brief inside glimpse of the cardiac pa- 
tient clearly shows us that the suffering 
of his psyche may be far greater than 
his physical suffering. Since the time 
of primitive man, the heart has been 
regarded as the seat of psvchologically 
positive forces such as love, hope, and 
courage and of psychologically negative 
forces such as anger, hurt, and despair. 
Long before man learned that it is the 
physiological seat of life, he knew it as 
the psychological center of his being 
and attached vast importance to this 
concept. 

Medical scientists have done a bril- 
liant job of pushing back the frontiers 
of knowledge in order to understand the 
structure and physiology of the heart 
and its related circulatory system. They 
have devised ingenious methods of fix- 





wr renner name sagen 


ing the damaged heart—repairing dan 
aged valves, correcting congenital ej 
rors, and replacing with borrowe 
arteries—to mention but a few. The lef 
heart is now yielding to their refine 
catheterization techniques. Researchej 
in biochemistry, physiology, and med 
cine are on the trail of things that gu 
up our arteries. With all this, howeve 
the most sensitive electronic microscop 
this great age of science has produce 
can neither see nor define the exter 
and structure of the bruises to th 
psychological heart—the personal heat 
that is the Self. The only insight int 
this is through the sensitive thre: 
dimensional vision of another Self. W 
might call it “objective understanding 


The Nurse’s Role 


The nurse is with the cardiac patie 
more than any other professional pers 
and is in by far the best position { 
assess the character and extent of thi 
damage. The public health nurse is | 
the most crucial position because th 
full impact of this problem doesn 
usually hit the patient until he is ové 
the acute stage of the disease and 
once more at home. At this point, wh 
advances in surgery and_progressi\ 
medical management have repaired an 
strengthened the patient’s heart so thd 
he can, physically speaking, return 4 
normal or nearly normal activity, th 
psychological heart damage—his’ ups 
perspective of himself, his environmen 
his future—is often the only barrier § 
full rehabilitation. To put it anothd 
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way, his value system by which he has 
regulated his life before becoming a 
cardiac has been debilitated. 

We cannot prevent the patient from 
retreating into invalidism and becom- 
ing a medical and social cripple by tell- 
ing him this. He won’t believe us; he 
will say we don’t understand, He must 
find it out for himself and straighten 
it out for himself. It is our own values 
that make us self-directing, for without 
values we have no self to direct. And 
self-direction is a keynote in rehabilita- 
tion. Sometimes, if we explain this 
gently, he may express gratitude and 
appear to respond quickly, saying, “Just 
tell me what you want me to do, nurse, 
and I'll do it.” He does—but he asks 
for help every step of the way. For re- 
assurance he calls the office often be- 
tween the nurse’s visits to ask questions. 
He may get along very well and the 
nurse may consider him a “good” pa- 
tient. He does what he is told and she 
praises him. 

One of two things is likely to hap- 
pen: Either this patient reverts to his 
original state of hopeless confusion after 
discharge from the nursing service, or 
he progresses rapidly up to a point— 
but the nurse can never quite get him 
over that last step of rehabilitation. 
Why? Because he has never faced the 
issue of re-identifying himself and ac- 
quiring his own values as a self with 
heart disease. He is not self-directed, 
he is nurse-directed. He has no self of 
his own but has borrowed instead the 
nurse’s values and used them as a 
crutch. When her support is removed 
he has nothing. He will probably seek 
another support, borrowing values from 
somewhere else. In the beginning the 
opportunity was ripe to help him build 
or rebuild his own  supports—his 
own values—and this opportunity was 
missed. The job is now twice as hard, 
if not impossible. 

The cardiac’s potential ability to ad- 
just, to regain his self-identity, is in 
direct proportion to the strength and 
depth of universal human values which 
he had acquired and cherished prior to 
his illness. In order to assess this po- 
tential, the public health nurse needs, 
first of all, a complete physical picture 
from the physician, including (1) sig- 
nificant highlights of the medical his- 
tory; (2) full diagnosis, cardiac classi- 
fication, and specific activity limitations; 
and (3) full medical treatment plan, 
including oral medications which the 
patient takes himself as well as medica- 
tions and treatments to be administered 
by the nurse. Secondly, she needs to 
know his dietary prescription and any 
comments about the patient and his 
diet that the hospital dietitian or nurse 
can add which might be helpful in the 
home. Thirdly, she needs from the so- 
cial worker a picture of the social 
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situation and of plans the social worker 
may be working out for handling cer- 
tain social problems. Fourthly, and very 
important, she needs to know from the 
hospital nurse the patient’s reaction to 
nursing care in the hospital, nursing 
care problems encountered and how 
they were handled, and the level of re- 
habilitation attained. Armed with this 
information, the public health nurse 
has something to go on as she ap- 
proaches the fifth and major resource 
—the patient, his family, and environ- 
ment. As she guides conversation, lis- 
tens, and observes, the picture begins 
to fill out and she can discern the strong 
value assets the patient had before his 
illness. Looking at the family relation- 
ships and his present behavior, she can 
begin to define the damage to the psy- 
chological heart which the patient must 
be helped to repair if the work of the 
physician on the actual heart and its 
related circulatory system is to be in- 
sured. 


What Is the Solution? 


The most vital problem of the cardiac 
is in revamping his value system. There 
are dangerous pitfalls in the wrong kind 
of support which generates nurse- 
directed behavior rather than self- 
directed behavior which he can live by. 
The question of how we can help this 
individual re-identify himself is a vast 
one. As a beginning, one might consider 
four simple steps which are basic in 
assisting the patient to work things out 
for himself, to develop his own values. 
The most significant thing about them 
is that they permit expression of atti- 
tudes, feelings, purposes, beliefs, think- 
ing, aspiration, and desire for change. 
They are as follows: 

1. Opportunity to make choices must 
be provided to the patient. 

2. These choices ought to be real— 
that is, related to the individual’s back- 
ground. 

3. Patients should be allowed to stand 
by the choices they select. 

4. Patients should be given a chance 
to reflect on their choices—to see how 
these choices actually worked out for 
them; thus they may be able to make 
an experience out of a choice and its 
constellation of circumstances and be 
well on the way to developing a value 
related to it. 

There are major need areas, but pres- 
ent community services are inadequate 
to meet these needs. There is probably 
little that nurses can do about many of 
the gaps that exist in community serv- 
ices, but as citizens nurses may and 
should at some future date find them- 
selves in a position to do a great deal. 
The nurse, as a citizen with professional 
insight, has both a responsibility and an 
opportunity. The need categories are: 


1. Personal care. This is particularly 
important in the case of the chronic 
or elderly cardiac who is unable to wash 
his back and feet and may need a com- 
plete bath occasionally. Family or 
friends can be shown how to do this. 

2. Nursing treatments. In New York 
this need is met primarily by the three 
voluntary agencies: the Visiting Nurse 
Association of Staten Island, Brooklyn 
Visiting Nurse Association, Visiting 
Nurse Service of New York, plus, in 
some parts of the city, home nursing 
service by the Bureau of Nursing, De- 
partment of Health. The three voluntary 
visiting nurse agencies in 1958 carried 
4,164 cases with diseases of the heart 
and circulatory system, making a total 
of 134,702 visits to these patients. This 
figure does not include cases with heart 
ailments where the primary reason for 
the visits was another diagnosis such as 
tuberculosis or diabetes. 

3. Housekeeping assistance. Someone 
must do the cleaning, cooking, shop- 
ping, and laundry for patients living 
alone or in families where the mother 
is ill. Here there seems to be a definite 
gap, especially in the upper lower or 
middle income bracket where one can- 
not afford to pay for someone else to 
perform these services but is not desti- 
tute. enough to receive services designed 
for the indigent. One is told of patients 
waiting two to four months for a home- 
maker. If this were the case with a 
young mother with rheumatic heart dis- 
ease who had preschool children, by 
the time the homemaker arrived she 
would either be back in the hospital 
or dead. 

4. Homebound patients. Among such 
patients are: 

a. The ambulatory cardiac in a 
fifth floor walk-up who cannot negotiate 
stairs and needs ground floor or eleva- 
tor housing in order to get out. 

b. The patient who is lonesome 
and needs friends, visitors to come in— 
especially true with the elderly cardiac 
living alone. The various religious 
groups and the Visiting Friends of the 
Visiting Nurse Service of New York 
are doing what they can, but there is 
great need for much, much more. 

c. The patient who needs visiting 
library service. One lady—an 80-year- 
old cardiac who was formerly a concert 
pianist—furnishes a good example. 
Bored and lonesome in her fourth floor 
apartment, she began voicing a new 
complaint every time the nurse visited. 
Noticing the many books lining the 
walls of her apartment, the nurse, trying 
to think of something to do for her, 
asked if she would like some new books 
to read. The patient’s bright smile was 
answer enough. The nurse made the 
referral to the local public library, and 
a librarian visited the patient in order 

(continued on page 33) 
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Role playing is of prime importance in teaching students to discern 


and distinguish symptoms and mental mechanisms and to chart 


these symptoms objectively and accurately. 


N PRECEDING certain 


specific uses of role plaving were 


articles® 


outlined to assist the instructors of stu- 
dents of psvchiatric nursing in adding 
to their repertory of methods. In this 
concluding article some other uses of 
role plaving will be described. 


Teaching Symptoms 


Role playing is an excellent means 
for teaching psychiatric symptoms. Be- 
ginning students in psvchiatrv classic- 
ally confuse the meanings of “illusion,” 
“delusion,” and “hallucination.” At the 
same time, perhaps no other material 
in psychiatry is more vivid and drama- 
tic. The content of these symptoms 
lends itself most graphically to illustra- 
tion and demonstration with role play- 
Ing. 

An example of part of a typical class 
session using role playing to differen- 
tiate these three symptoms follows. 


Instructor: Today’s class will start 
with a discussion of three very dramatic 
symptoms: illusion, delusion, and hal- 
lucination. From the assignments you 
have completed I can see you have all 
become familiar with the definitions of 
these terms. Can anyone identify one 
of these symptoms in a patient cur- 
rently on our census? 


Miss Whitney: I feel Mr. Brooks 


° F. W. Larkin, “How Role Playing Can 
Help To Relieve Student Anxiety,” Nursing 
World, Vol. 133 (November, 1959), p: 
13; “Role Playing Enhances the Patient- 
Centered Conference,” Nursing World, 


Vol. 134 (January, 1960), p- 10. 
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FURTHER USES 


OF 


ROLE PLAYING 


by FRANCIS W. LARKIN, R.N., B.S. 


Assistant Clinical Instructor, Psychiatry, 
The Bellevue and Mills Schools of Nursing, 
New York City 


has the symptom of grandiose delu- 
S1ions. 

Instructor: Yes, I agree. For ex- 
ample, this morning he told me he had 
great leadership ability, like 
George Washington!” He was wearing 
his jacket much like a cape, and as he 
spoke he used his arms in great sweep- 
ing gestures. It went something like 
this. (Drapes a jacket over one shoul- 
der, places one foot upon a chair, and 
gestures.) 

Miss Whitney: Yes, that’s it—some- 
times his gestures are even more exag- 
gerated. 

Instructor: Can you show us? 

Miss Whitney: (Folds a newspaper 
into a Washington-like hat, places it 
rather awkwardly on her head, and 
assumes a pose, much the same as the 
instructor had done.) I have enough 
know-how to lead an army—like George 
Washington did. I can sense it—it is 
sort of mystical—as though I had been 


given special powers. 

Instructor: This behavior is typical 
of patients with delusions of grandeur. 
Has anyore noticed any other delu- 
sions? 

Miss Abbott: Yesterday I was talk- 
ing with a patient in the dayroom when 
Mrs. Sampson came over to us. She 
was very upset and insisted we were 
talking about her. She persisted, even 
when I assured her that this was not 
the case. 

Instructor: Suppose two students 
enact the parts of the nurse and the 
other patient, and you, Miss Abbott, 
show us just how this occurred. 


In the demonstration that followed, 
Miss Abbott was able to convey the 
patient’s strong convictions when ideas 
of reference invaded her persecutory 
thinking. In like manner another stu- 
dent successfully role played a patient's 
firm belief that she had cancer. 
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Role playing is an excellent means for teaching psychiatric symptoms. Delusions—grandiose, persecutory, and somatic—are 
easily taught by this method, because the content of these symptoms lends itself graphically to demonstration with role playing. 


Hallucination 


Hallucinations were very convinc- 
ingly demonstrated as the students re- 
called seeing a young man diagnosed as 
an acute schizophrenic. 


Miss Vernon: The episode hap- 
pened so spontaneously, that I hardly 
knew what was going on. 

Instructor: Were you speaking with 
the patient at the time? 

Miss Vernon: Yes, that’s the strange 
part. I didn’t realize hallucinations 
could occur right in the middle of a 
conversation. 

Instructor: Could you show us ap- 
proximately how it happened? 

Miss Vernon: I'l try. (Stands and 
begins to assume the role of the pa- 
tient.) 1 can’t believe I'm in the hospi- 
tal. 

Instructor: (Entering the role play- 
ing.) Did you come from home, Mr. 
Genner? 

Miss Vernon: (As_ the patient.) 
Home? Yes—yes, home. (Looking away, 
toward the window.) What, mother? 
No. No—no. 

Instructor: 
Genner? 

Miss Vernon: I said, I was home. 

Instructor: Where is your home? 

Miss Vernon: Home? Here in New 
York. (Again, answering the voice of 
the hallucination in the direction of the 
window.) No, mama. I didn’t mean it. 

Instructor: Is your mother speak- 
ing to you, Mr. Genner? 

Miss Vernon: (Drops the role play- 
ing.) I did not get that far with the 
patient. By this time the incident had 
thoroughly perplexed me. 


What was that, Mr. 


The discussion that followed this 
session made it clear in the students’ 
understanding that hallucinations oc- 
cur, by their very nature, without 
stimuli from the external environment. 
They not uncommonly contain accusa- 
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tory and derogatory statements about 
the patient, neglects in his past life, 
and other painful material. The discus- 
sion also brought out the importance of 
endeavoring to discover the content of 
the hallucination, especially if the 
voices or visions direct the patient to 
destroy himself or others. 

Illusions were easily played out with 
the use of materials and sounds produc- 
ible in the classroom setting. 


Teaching Mental Mechanisms 


Another area of curriculum content 
that lends ‘easily to the use of role 
playing is the teaching of mental mech- 
anisms. One modification of the tech- 
nique that has been particularly suc- 
cessful is the formation of two teams 
of students for the playing of charades. 
As an assignment for the evening be- 
fore the lesson, each team member 
writes out an anxious situation and 
states a particular mental mechanism 
that he would like to see used to help 
a patient in his anxiety. 

Some examples of this use of role 
plaving which might come from the 
students are as follows: 

The boy has stolen twenty-five cents 
from his mother’s purse without her 
knowledge and now feels guilty and 
anxicus about the outcome. 
Problem: How can the boy use com- 
pensation? 

Each member of the team describes 
situation and a problem on a slip of 
paper; and the slips are then readied 
for the opposing team. A member of 
the opposite team selecting the above 
description would read aloud the first 
part of the description to her team 
mates and then commence to act out 
the behavior which best demonstrated 
the problem stated. 

The role playing might 
thing like this: 


« 


v0 


$ some- 


Miss Bailey: (Reading.) “The boy 
has stolen twenty-five cents from his 


mother’s purse without her knowledge 
and now feels guilty and anxious about 
the outcome.” (To herself: “How could 
he use compensation?” Takes time to 
think out an example of compensation 
before she begins. Goes over to Miss 
Jones, another member of her team.) 
Hello, Johnny. I bought you this candy 
because you said you never get any 
spending money. 

Miss Jones: Where did you get the 
money? 

Miss Bailey: Oh, what’s the differ- 
ence? The important thing is to share 
—and I want you to have this candy. 


When Miss Bailey’s team tried to 
guess the mechanism being used, ra- 
tionalization was suggested. The dis- 
cussion that followed, however, showed 
that Miss Bailey did not offer any com- 
fortable excuse or reason for taking the 
money but rather exercised a strength 
—charity—to balance the boy’s lack of 
honesty. 

Another example of the use of cha- 
rades to modify the use of role playing 
might be: 


Miss Sarles: (Reading aloud.) “Mr. 
Anderson, a patient, has eagerly await- 
ed his wife’s visit. He hopes she will 
speak to the doctor and convince him 
Mr. Anderson should be released and 
sent home. Instead the wife tells the 
patient she feels he should remain in 
the hospital for further treatment. This 
leaves the patient disappointed and 
anxious about the future.” (Problem: 
“How can Mr. Anderson use denial?” 
Approaching a team mate.) Hello. 

Miss Wilson: Hello, Mr. Anderson. 
I understand Mrs. Anderson visited to- 
dav. 

Miss Sarles: (With conviction, as 
the patient.) Oh no, she couldn’t make 
it today. 

Miss Wilson: (Without unnecessary 
doubt.) She couldn't? 

Miss Sarles: No. I got a call this 
morning; she wasn’t able to get here. 
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Denial was easily seen as the mech- 
iism this patient used to quell his 


inxiety. 


Teaching Better Charting 


To chart the behavior of the patient 
and yet 
skill the student seldom develops eas- 
ilv. The usual pattern observed is one 
wherein the student feels obliged to 


remain noninterpretive is a 


demonstrate an ability to recognize and 
then label) 
Ss mpt ms oO! svndromes present in the 
yatient. This is especially true when 


describe (even various 


] 
the student observes the patient's emo- 
tional responses. 

This preference on the part of the 
students to interpret and label emo- 
tional symptoms is usually a result of 
inability to describe the 
behavior observed; consequently, they 
take the easy way out by putting a 
label on it. A lack of stress placed on 


the role of the nurse as observer and 


the students’ 


recorder rather than 
also be an important factor explaining 
this inability to describe behavior. 

Role playing is an excellent means at 
the disposal of the instructor to ac- 
quaint the student more deeply with 
the feelings of the patient. Once this is 
accomplished, the student finds it much 
easier to select words that satisfactorily) 
describe the behavior observed. 

One instructor recently cringed un- 
der the and tirades of her 
supervisor: “Don’t you check your stu- 
dents’ charting? Look here on the pa- 
tient’s chart! “The patient was de- 


interpreter can 


iterations 
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Hallucinations are another symptom which can be recognized and understood with 
role playing, giving the student insight into the patient’s feelings of terror. 


pressed!’ Now, after a minor incident, 
the family is going to sue the hospital!” 

Yet the instructor in question was 
very concerned about the quality of 
her students’ charting. She diligently 
endeavored to teach them to chart the 
patient’s behavior as objectively and 
noninterpretively as possible. Question- 


Charades are one modification of role playing that is useful in the teaching of 
mental mechanisms—the means employed by patients in order to relieve anxiety. 





ing the particular student, she learned 
that no words had seemed appropriate 
enough to her to describe the fact that 
the patient appeared “depressed.” The 
student thought it significant to chart 
the fact and therefore used the word. 


Conclusion 


This series of articles has endeavored 
to show the inherent values of role 
playing which help to teach psychiatric 
nursing. Current trends in psychiatric 
nursing are definitely pointing in the 
direction of much more dynamic in- 
terpretations of patient behavior, es- 
pecially since this behavior becomes a 
very crucial starting point in under- 
standing the responses of the nurse in 
her efforts to establish therapeutic 
nurse-patient relationships. 

Old-fashioned methods of teaching 
psychiatric nursing—those that - still 
cling to decadent, descriptive tech- 
niques—are in sore need of replace- 
ment. Old friends such as the black- 
board, the lectern, and the written 
assignment are in dire need of as- 
sistance. Behavior and_ its deviate 
manifestations can be discussed to a 
certain point but then the student de- 
serves to acquire a deeper comprehen- 
sion of its motivations. Role playing is 
a method of achieving this deeper un- 
derstanding. As the student—with the 
help, guidance, and support of a strong 
leader in the person of the instructor 
—senses for a created moment the feel- 

(Continued on page 34) 
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IS OCCUPATIONAL 
HEALTH NURSING 
A SPECIALTY? 


EWSPAPERS recently carried two 

stories that focused attention on 
the relationship of a person’s physical 
condition and its influence on his abil- 
itv to meet the demands of his occupa- 
tion. One story concerned the admit- 
tance of piano virtuoso Van Cliburn to 
a Manhattan hospital for treatment on 
an infected finger. The other newspaper 
report concerned a remark of General 
Sir Bernard Montgomery of England, 
who stated that leaders in American 
government were not performing as well 
as they might because so many of 
them were “sick.” 

In our society health has a direct ef- 
fect on an individual's ability to per- 
form his job satisfactorily. However, 
significant statistical proof exists to dem- 
onstrate that persons with serious physi- 
cal handicaps can perform many jobs 
weli if their abilities are matched with 
job demands.! Manpower shortages dur- 
ing war years or in periods of expand- 
ing economy have resulted in increasing 
concern among industrial leaders about 
the worker’s physical and mental abil- 
ity to produce. Concern about the 
health-work relationship has been re- 
sponsible for the development of vari- 
ous forms of social insurance, including 
workmen’s compensation and medical 
care plans covering nonoccupational 
conditions. In three states disability in- 
surance plans are required by law. 
Management generally pays either all 
or part of these costs.? All of the above 
factors have resulted in the growth of 
a so-called special health service known 
as occupational health. 


What It Is 


Occupational health has been defined 
by Brown and Meigs as” “The appli- 
cation of public health principles and 
medical, nursing, and engineering prac- 
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tice for the purpose of conserving, pro- 
moting, and restoring the health and 
effectiveness of workers through their 
place of emplovment.”* 

The World Health Organization de- 
fines occupational health as, “The pro- 
motion and maintenance of the highest 
degree of physical, mental, and social 
well-being of workers in occupations; 
the prevention among workers of de- 
partures from health caused by working 
conditions; the protection of workers 
in their employment from risks resulting 
from factors adverse to health; the plac- 
ing of and maintenance of the worker 
in an occupational environment adapt- 
ed to his physiological and psychologi- 
cal equipment; and to summarize, the 
adaptation of work to men and each 
man to his job.”4 

It can be assumed that health per- 
sonnel providing the necessary services 
to accomplish these objectives require 
knowledge and skills that can be adapt- 
ed to occupational health problems. In 
this article the knowledge and _ skills 
needed by the nursing services will be 
the primary consideration. 

The specialty of occupational health 
nursing has for years attempted to clar- 
ify its roles and to define the areas 
which distinguish it from the other 
fields of nursing. In the early years, 
many nursing educators and adminis- 
trators thought that nurses entering in- 
dustrv were abandoning nursing to be- 
come merely “appliers of band-aids” 
and “aspirin givers.” Nurses in industry 
felt isolated, if not ostracized. Unfor- 
tunately, occupational health nurses 
have added somewhat to this isolation 
by not always performing adequately, 
not realizing that occupational health 
is built upon the foundation of basic 
nursing education, and by neglecting 
to develop the attitude that health at 
work cannot and should not be separat- 


Occupational health nurses 
are attempting to clarify 
their roles and to define 
the areas which distinguish 
this field from other 
branches of nursing. 
Nursing schools can help 
students to adapt academic 
knowledge and skills to the 
environment of industry 
and commerce. 


by LOUISE CANDLAND, R.N., B.S. 


ed from the individual’s health off the 

job. 

This can be illustrated by a remark 
made recently by a newly employed 
occupational health nurse. When asked 
how she liked her new position she 
replied, “All right, I guess, but I do 
miss ‘nursing.’ ” 

Because many nurses entering this 
field need help in adapting knowledge 
and skills learned in schools—primarily 
hospital schools—to the very different 
environment of industry and commerce, 
occupational health nursing consultants 
were employed by official and voluntary 
public health agencies and by insurance 
companies. What these consultants 
found in visits to nurses working in com- 
mercial and industrial organizations can 
be summarized as follows: 

1. The nurses came to their positions 
with an inadequate understanding 
of how to function in an industrial 
setting. 

2. They had a lack of knowledge of 
sources of help. 

3. They believed that learning their 
role in industry could best be ac- 
complished on the job or through 
instruction provided by profes- 
sional organizations. 

4. There was a lack of knowledge on 

the part of employers of the func- 

tions, responsibilities, and limita- 
tions of the occupational health 
nurse. 

5. There was a lack of recognition 
on the part of nurses and employ- 
ers that the major contribution of 
the nurse was as a teacher and 
counselor.*® 
Few occupational health nurses are 

prepared as teachers or counselors, al- 

though, unfortunately, this role is 
forced upon them very earlv in their 
employment—not by management, but 
bv the workers who see them as sources 
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information and help. 


Seek To Improve Status 


The occupational health nurses, 
through their professional organizations, 
have been doing an impressive amount 
of work to improve their status; the 
amount of literature in professional 
magazines written by and for nurses in 
occupational health demonstrates their 
interest in self-improvement. Neverthe- 
less, nursing educators and consultants 
in this field believe that this is not the 
place to begin. The place to begin is 
the education of the worker. The ma- 
jority of hospital patients are workers 
or families of workers. Prevention of 
illness and injury, maintenance of 
health, and rehabilitation should be a 
continuing process. For the welfare of 
the patient, as well as for the develop- 
ment of the nurse, basic nursing educa- 
tion should include an understanding 
of the effects of illness and injury on 
the occupational adjustment of the pa- 
tient and his family. Lucile Petry Le- 
one stresses the necessity of sharing 
with other health workers and health 
personnel all efforts to improve patient 
care as well as the results of these ef- 
forts. The patient’s needs in all areas 
are the major goal.® 

Do these statements seem obvious? 
Why then has it been so difficult to 
have educators accept the need for 
nurses to understand and apply nursing 
care based on occupational adjustment? 
One reason, to paraphrase Murphy, has 
been that nursing educators have tended 
to believe that teaching occupational 
health concepts would mean adding an- 
other course to an already crowded cur- 
riculum.7 Some schools have included 
an hour or two-hour lecture in the 
senior course in professional adjust- 
ments. Others have arranged field trips 
to nearby industries. At the recent Na- 
tional League for Nursing convention in 
Philadelphia some 200 members ap- 
peared for the program, “Integration 
of Occupational Health in the Nursing 
Curriculum.” Many educators asked in 
what area of instruction occupational 
health nursing could be included. Some 
nursing schools are trying various 
methods of including this information, 
but there is sufficient evidence both in 
the patient care given in hospitals and 
in industry that what is being done is 
not enough.§ 

To overcome this obstacle consultants 
and teachers interested in occupational 
health as part of the basic nursing cur- 
riculum have been taking some helpful 
steps. They have defined “occupational 
health nursing” and have determined 
what understandings are needed by the 
practicing occupational health nurse. 
Further, they have compared these un- 
derstandings with those needed by any 
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nurse in any field and have recom- 
mended some methods of integrating 
these understandings in total patient 
care — in or out of the hospital.® 

Nurses, educators, and physicians 
have accepted the following definition 
of occupational health nursing: The ap- 
plication of nursing and public health 
procedures for the purpose of conserv- 
ing, promoting, and restoring the health 
of individuals and groups through their 
place of employment.!° 


Discuss Responsibility 


In 1956, twenty-six occupational 
health nursing consultants met at Yale 
University School of Public Health to 
discuss their responsibility for the edu- 
cation of future nurses in occupational 
health and to promote the teaching of 
occupational health concepis in the 
basic nursing education. During the 
week’s discussion, ten understandings 
and abilities needed to function as an 
occupational health nurse were evolved. 
Some of these the nurse should have 
when she graduates; others she must 
learn on the job. 

As a result of conclusions at this con- 
ference, a committee composed of oc- 
cupational health nurses from the Na- 
tional League for Nursing, the Ameri- 
can Association of Industrial Nurses, 
and the American Nurses Association 
met to plan ways in which occupational 
health concepts could be integrated 
into the basic nursing curriculum with- 
out disrupting or necessarily enlarging 
the course content. Part ii of the NLN 
Self-Evaluation Guide for Collegiate 
Schools of Nursing was used in the 
planning sessions. According to Guid- 
ing Principle Number iii, undergraduate 
programs for students with no previous 
preparation in nursing should include 
curriculum content “to assist the nurs- 
ing student to acquire knowledge, skills, 
understandings, and attitudes essential 
to the practice of professional nursing 
and to the student's continued profes- 
sional and personal development”! 
This statement is followed by sixteen 
evidences of application of principles. 
How these principles could be related 
to occupational health nursing is shown 
in Table I.12 

The Guide suggests methods which 
can be used to assist nursing students 
to see the relationships in basic curric- 
ulum content and occupational health. 
It seems clear that the objective of 
nursing education is to equip the pro- 
fessional nurse to function as a teacher 
and counselor in the prevention of dis- 
ease and disability, in health main- 
tenance, and in rehabilitation.1% 

Keeping these objectives in mind, 
let us consider the occupational health 
problems involved in the lives of three 
hypothetical hospital patients. 


Mr. Jones, a sixty-year-old widower 
and a watchmaker, is convalescing frora 
an emergency eye operation for glau- 
coma. His vision is vital to his occupa- 
tion, and he is therefore depressed, 
worried, and irritable about his condi- 
tion. The nursing instructor used Mr. 
Jones and his situation as a learning 
experience for students, to demonstrate 
the relationship of his physical condition 
to his occupation. She helps the students 
to identify his need for reassurance and 
emotional support. She helps them to 
realize the difficulties in planning his 
future care. In doing this, the students 
learn to accept his irritability. 

Farther down the hall is Bill Smith, 
aged 30. While working as a construc- 
tion worker he fell from a staffold, sev- 
ering his spinal cord. He is now para- 
lyzed from the waist down. Bill is mar- 
ried and has three preschool children. 
He requires a great deal of physical 
nursing care, but up to this point his 
physical progress has been satisfactory. 
To understand Bill and his problems 
there are several facts that the student 
nurse must know, and they are sum- 
marized below. 

Bill’s rehabilitation must begin im- 
mediately, while he is in the hospital. 
Because of her emotional reaction, the 
student must guard against doing things 
for him that he can do for himself. Dr. 
Howard Rusk has said that his chief 
problem with nurses in the’ rehabilita- 
tion center is their inability to stand by 
and encourage a patient to put on his 
own socks, even if it takes him an hour 
to do it. 

Bill is a young man; he will be greatly 
concerned about his future relations 
with his wife and children — whether 
they will be ashamed of him or re- 
volted by his condition. Because his 
accident occurred at work, Bill’s medi- 
cal care is paid for through Workmen’s 
Compensation Insurance. As a_ con- 
struction worker, his weekly salary 
might have been as high as $200. He 
now has to figure out how to feed, 
clothe, and house his family on the 
less than $50 a week he receives in 
compensation benefits. Because this is 
clearly impossible, the student nurse 
will need to know what other people — 
in the hospital or outside — will be able 
to help him. 

Bill's injury will prevent him from 
returning to his job as a construction 
worker; he will have to learn a new 
occupation. The student nurse should 
know enough about rehabilitation pos- 
sibilities to be able to answer Bill’s 
questions about physical and vocational 
rehabilitation. 


Worries About Family 


Across the hall from Bill is Mrs. 
Brown, the wife of a salesman who 
travels over a wide territory; she has 
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Has a broad concept of what is 
involved in the practice of pro- 
fessional nursing and of the 
factors which have influenced 
its past development and are 
determining its present and fu- 
ture trends. 
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Has a concern for human wel- 
fare and is able to function in 
a community as a citizen and 
as a professional person. 
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Is skillful in listening to and 
observing patients, their fami- 
lies, and co-workers and can 
report their observations in 
either speech or writing. 


Considers the prevention of dis- 
ease and maintenance of health to 
be as important as the treatment 
of illness. Knows how to function 
effectively when prevention is the 
keynote of the program, 
Understands what effects the in- 
dustrial revolution and the subse- 
quent social and economic changes 
have had and are having on the 
lives of people. 

Understands workmen’s compen- 
sation and social security legisla- 
tion as well as labor and health 
laws that regulate working con- 
ditions. 





Understands the implications of 
labor management relationships 
that affect the health and welfare 
of the employee, his family, and 
the community. 





Interprets to nonprofessional peo- 
ple the health problems of em- 
ployees without violating confi- 
dential information. 

Collects information about the 
employee to determine if he 
should be referred to the physi- 
cian or to other appropriate re- 
sources for the solution of his 
problem. 

Maintains records and reports that 
meet company requirements and 
legal requirements of work- 
men’s compensation legislation 
and other laws that are essential 
to industry. 
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Understands the principles of 
the biologic, physical, medical, 
and social sciences which are 
basic to effective nursing care 
and can apply these principles 
in giving such care. 





Understands the principles of job- 
placement and can apply these 
principles as she participates in 
the physical evaluation program. 
Understands the epidemiology of 
work connected injuries and dis- 
eases and can participate in pre- 
vention, treatment, and control 
programs. 

Understands that the physician is 
responsible for the medical man- 
agement and the nurse is respon- 
sible for the nursing care of the 
patient. 
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had a tuberculous lung removed. Mr. 
Brown is sometimes able to be home 
on week ends, but not always. The 
Browns have children, two in 
school and one three years old. There 
are no close relatives living near their 
home. When Mrs. Brown leaves the 
hospital she will go to a sanitarium for 
several months. She is worried about 
who is to care for the children and how 
her condition will affect her husband’s 
job. She is also worried about what will 
happen to the family relationships dur- 
ing the months of separation. The nurs- 
ing instructor should aid the student 
in helping Mr. and Mrs. Brown work 
through their problems. If the instructor 
understands enough about Mr. Brown’s 
job, she might consult the occupational 
health nurse at the firm that employs 
him. This nurse will probably have sug- 
gestions and additional knowledge that 
would be useful in helping Mr. and 
Mrs. Brown arrive at a satisfactory reso- 
lution of their anxieties. 

The nursing students here have 
gained insight into the occupational 
problems of the three patients, who are 
no longer identified as the “eye,” the 
“spine,” the “lung,” or even as “cases.” 
They are people whose illnesses or 
disabilities have a direct relationship to 
their occupations and on the conduct 
of their future lives. This is really what 
is meant by “integrating occupational 
health concepts in the basic curriculum 
of nursing education.” 4 

Where else might the nursing edu- 
cator look to discover the understand- 
ings required of an occupational health 
nurse? Most modern hospitals have half 
a dozen small industries within the 
hospital itself: the laundry, food serv- 
ice, maintenance department, engineer- 
ing, administration, and nursing service 
departments. All of these people are 
workers who have the same exposures 
to accident and illness that exist in the 
manufacturing or commercial establish- 
ment. 

At the recent convention of the Na- 
tional League for Nursing, one session 
was devoted to employee health serv- 
ices in hospitals. The moderator of the 
session spoke of “shoemakers’ children 
who have no shoes.” It is only in recent 
years that hospitals have begun to 
recognize that while engaged in the 
business of restoring health, they, too, 
have employees who become ill and 
have accidents.15 A laboratory for 
studying the effects of occupations on 
health and vice versa therefore exists 
within the hospital walls. The surgeon 
who must interrupt his practice because 
of an infected hand, the nurse who 
misses two or three months because of 
an injured back, or the intern who de- 
velops tuberculosis has the same occu- 
pational problems as Mr. Jones, Mr. 
Smith, or Mrs. Brown. 


three 
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5. Understands the principles of|a. Counsels worker concerning his 
nutrition and the relationship and his family’s diet and nutri- 
between nutrition and_ the tional needs. 
health of individuals, families,| b. Recognizes and interprets to man- 
and communities. agement the need for adequate 

feeding facilities and knows the 
public health standards relating 
to food handlers and facilities. 

6. Understands the basic prin-|a. Recognizes that stress and strain 
ciples of mental health and the of emotional problems affect the 
dynamics of human behavior employee’s productivity, accident 
and can apply these in her re- rate, and work attendance. 
lationships with others. 

7. Understands the basic princi-|a. Conducts an active health educa- 
ples of learning and can apply tion program for employees (and 
these in helping families and their families). 
nonprofessional workers to 
learn. 

8. Understands the process of|a. Recognizes the need for and works 
growth and development from with others on the health team to 
birth to senescence and the help workers prepare for retire- 
variation in physical, mental, ment. 
emotional, and social factors|b. Understands the problems that 
which are associated with the workers present about their fami- 
aging process. lies and their growing children 

and is able to help workers solve 
some of these and knows when, 
where, and how to refer for more 
specialized assistance. 

9. Has the understandings, skills, Knows state and local laws and 
and attitudes essential to the ef- plant policies affecting women 
fective nursing care of mothers employees, including those per- 
and infants. taining to pregnancy. 

10. Has understandings, skills, and Promotes and participates in pro- 
attitudes essential to effective grams of prevention, gives prompt 
nursing care (including pre- and skillful care, and understands 
vention and rehabilitation) of need for and uses rehabilitation 
the more common medical and agencies. 
surgical conditions. 

11. Has understandings, skills, and Detects through purposeful listen- 
attitudes essential! in giving ef- ing, careful observation, and un- 
fective nursing care to the more derstanding the early signs and 
common psychiatric disorders. symptoms of abnormal behavior 

and refers these employees to the 
physician. 

12. Has knowledge of the health|a. Utilizes the resources of commu- 
and social agencies in the com- nity agencies to promote an ef- 
munity and knows how to work fective health maintenance pro- 
with personnel in these agen- gram. 
cies to assure continuity of 
nursing care. 

13. Can identify nursing problems} aq. Identifies problems related to the 
and plan a course of action in health and safety of the em- 
relation to these problems. ployees and works closely with 

14. Can plan and give skilled nurs- the physician, management, and 
ing care to a group of patients other members of the occupa- 
and can also function as a team tional team in formulating a plan 
leader in helping others plan of action. 
and give such care. b. Establishes safe nursing pro- 

15 Has ideas about how nursing cedures to meet the needs of the 
care could be improved and Occupational Health Service. 
seeks opportunities to present 
these ideas. 

16. Is self-directing and self-moti- Recognizes the need for and knows 
vating. how to use nursing consultation. 
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If students are given the opportunity 
to recognize and solve the patient's 
health problems as they relate to th 
patient's occupation, the educator need 
not be concerned about crowding an4 
other block of instruction into the cur 
riculum. Restoration of health, or re4 
habilitation, as stated by Leone, will b« 
fundamental concepts to nurses who are 
carrying out nursing care of the whok 
patient.!® 

Is occupational health nursing a spe. 
cialty? Yes, and no. Like the physician 
who is practicing occupational medi- 
cine, the occupational health nurse is 
a specialist with a comprehensive grasp 
of all occupational problems. She knows 
in detail the mechanism of the relation.- 
ship between man and his work; she is 
also aware of the care needed in con: 
trolling and combatting diseases and 
accidents occurring at or influenced by 
occupations.1* 

On the other hand, if nursing educa. 
tion is, as Mrs. Leone states, progressing 
from the learning of nursing procedure: 
appropriate to a disease entity to the 
understanding of the nursing needs of 
individuals,!* then nursing must wider 
its scope to take in the complex prob- 
lems linking the health and welfare of 
man with his surroundings.'* Another 
course added to the nursing curriculun 
is therefore not really necessary. The 
future professional nurse will have the 
basic understandings needed for an oc. 
cupational health—or anv other - 
specialty. 
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ALLY SCOTT had been employed 
~ at the Pediatric Hospital for two 
years and was able to feel considerable 
personal satisfaction in the work that 
she had done and was doing. 

Her record was excellent. In a recent 
evaluation conference with her super- 
visor, Mrs. Tweed, she had been told 
that her work was outstanding and 
complimented upon her ability to relate 
to children and to gain their confidence 
under trying circumstances. Several in- 
cidents with difficult children had been 
recorded on anecdotal file cards which 
Mrs. Tweed had discussed with her, 
and these demonstrated Miss Scott’s 
skill in helping children to make the 
adjustments needed in order for treat- 
ment and therapy to be most effective. 

In her spare time Miss Scott bowled 
and was the star of the neighborhood 
league team. She also liked dancing 
and often did exhibition ballet numbers 
for various civic and community pro- 
grams. She had thought many times 
that if she had not become a nurse she 
would like to have been a dancer. She 
was certainly attractive and graceful 
enough to have been successful in that 
field. 

It was difficult for Miss Scott to do 
anything halfway. She had to excel in 
all she did and was quite willing to 
spend the time and effort nested to 
attain excellence in anything which she 
undertook. This very trait, although it 
was a basic part of her personality, 
was resented by certain of her co- 
workers. 


Intolerance 


Actually, Miss Scott was quite un- 
concerned with whether or not her co- 
workers liked her, as long as they 
respected her ability and accomplish- 
ments. Indeed, she could manifest a 
caustic intolerance of what she con- 
sidered their inadequate professional 
qualifications, insensitive to the fact 
that many of them were performing a 
very useful nursing function without 
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having had the advantage of her mental 
and physical endowments. 

The doctors, however, held Miss 
Scott in the highest regard. They re- 
spected her repeatedly demonstrated 
skill and ability in dealing with the 
child-patients, and they admired her 
ambition. In addition she was invari- 
ably pleasant and courteous to them, 
and they recognized how her careful 
grooming and proud carriage gained 
the confidence and quieted the fears of 
children and parents alike. 

Miss Sawyer, another nurse on the 
same shift as Miss Scott, did not en- 
tirely share the feelings of the doctors 
toward Miss Scott. She was so offended 
by what she considered Sally Scott’s in- 
sufferable egotism that she ignored her 
obviously high nursing competence and 
ascribed her popularity with the doc- 
tors to her appearance rather than her 
abilities, and she privately suspected 
that Miss Scott’s relationships with 
some of them went bevond the purely 
professional, although she had never 
been able to surprise Miss Scott in any 
compromising situation. j 

Never, that is, until about three 
weeks ago. That was the day Dr. 
O'Neill, although he had no patient in 
the ward, came in looking for Miss 
Scott, waited until she was finished 
with a small patient, and then walked 
with her out of earshot of Miss Sawyer, 
where they engaged in a brief but 
highly animated conversation, each ob- 
viously quite pleased with what the 
other had to say. Although Miss Sawver 
could not hear what was said she 
watched attentively and was shocked 
to see Dr. O'Neill extract a bill from 
his wallet and tender it to Miss Scott, 
who at first refused it with some ap- 
parent embarrassment but finally ac- 
cepted it, nodding agreement to what- 
ever it was Dr. O'Neill had said which 
induced her to change her mind about 
accepting the money. When they parted 
they were obviously upon the best of 
terms and Miss Sawyer, straining her 


ears, caught Dr. O’Neill’s parting 
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words, “I'll pick you up at six, and I'm 
sure glad that tonight you can forget 
your i 


Retribution 


Outraged and indignant, glorying in 
the opportunity to bring Miss Scott 
“down a peg or two,” she promptly re- 
ported what she had seen to Mrs. 
Tweed, adding her own vicious inter- 
pretation and reiterating that she had 
known Miss Scott was no good since 
the first day she came here: “She acts 
so superior, like all of us were dirt 
under her feet.” 

When Miss Sawyer had 
office Mrs. Tweed sat at 
troubled and thoughtful. Miss Sawyer’s 
convincing report had shaken her 
deeply. She picked up her phone and 
called the director of nurses for an 
appointment to see her at her earliest 
convenience and was invited to come 
down right away. 

Mrs. Tweed told Miss Miller, the di- 
rector, the essentials of the report. She 
said that she did not know how to 
handle such a situation and had never 
met this kind of problem in all of her 
1] years as a supervisor. 

After considerable discussion, Miss 
Miller told her that there seemed only 
one logical thing to do and that was to 
have a conference with Miss Scott, tell 
her that the incident had been observed 
and reported by another nurse, and 
ask her to explain her actions. 

Mrs. Tweed did just this, and after 
Miss Scott’s first reaction of incredulity 
and anger her replv to the inquiry was, 
“I honestly don’t think that this is any 
concern of yours or of the hospital's. 
You have no right to question me con- 
cerning my personal life and I am not 
obligated in any way to answer your 
questions or refute your insinuations. 
Good day!”—and with this parting re- 
mark she got up, left Mrs. Tweed’s 
office, and returned to her work. 

In her apartment after work that eve- 
ning Miss Scott had time to reflect 


left the 
her desk, 
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upon the day’s happenings. It was easy 
for her to conclude that in her own 
best interest she should resign from 
her present position. She was well aware 
of the hostility that some of her co- 
workers felt toward her; this concerned 
her very little, but for the supervisor to 
request her to defend her personal be- 
havior was intolerable. She knew her 
record was good and that she was 
highly competent, and she was certain 
that she could easily obtain another 
position where her superior qualities 
would be respected rather than re- 
sented 

The course of action clear, she sat 
down at her desk and decisively wrote 
a letter of resignation to Miss Miller, 
giving the proper two weeks notice. 

After her resignation had been re- 
ceived and read, it was accepted im- 
mediately. This made it unnecessary for 
the director to take any further ad- 
ministrative action regarding the al- 
leged misbehavior. However, she did 
ask Mrs. Tweed to write a report of the 
incident for incorporation in Miss 
Scott's employment record. 

Three weeks later Miss Scott answered 
an advertisement for a head nurse in 
the Children’s Hospital in a near by 
city. She made an appointment, was 
interviewed by the director of nurses, 
Miss Sidney, and was delighted at the 
prospect of her new employment. She 
and Miss Sidney liked each other from 
the moment they met, and after seeing 
the hospital and meeting some of the 
people working there, Miss Scott was 
certain that this was exactly the position 
she wanted, 

As the interview was drawing to a 
close Miss Sidney said, “I feel sure 
that you are just the person we have 
been looking for. Your experience with 
children and your personality are real 
assets. Now, in regard to other quali- 
fications, if you will notify the Pro- 
fessional Counseling and Placement 
Service to send me your professional 
biography for review—just a formality 
which I am obligated to observe, you 
understand—could you plan to start 
work a week from next Monday?” 

Miss Scott agreed that this was satis- 
factory with her and left the hospital 
with feelings of elation, anticipation 
and satisfaction. She had a week in 
which to take care of several minor de- 
tails which she had planned to accom- 
plish before accepting other employ- 
ment, and things were working out just 
right. As soon as she arrived home she 
wrote to the Counseling and Placement 
Service and authorized the release of 
her records to the director of nurses at 
Children’s Hospital. 


Repercussions 


On the following Thursday Miss 
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Scott received a cold and formal letter 
from Miss Sidney. It read: “It was very 
nice to talk with you and learn of your 
interest in coming to our hospital as a 
head nurse. However, after receiving 
your professional biography which you 
released to us, we feel that you would 
not be entirely suitable for the position 
we discussed.” 

Miss Scott was stunned. It was in- 
credible that such a letter could have 
been meant for her when her interview 
had been so satisfactory and when Miss 
Sidney had been so enthusiastic about 
her joining the staff. She went directly 
to the telephone and called Miss 
Sidney. 

After some delay, Miss Sidney an- 
swered. The gist of her conversation 
was that she could not, in good con- 
science, approve employment of Miss 
Scott in view of the letter of recom- 
mendation written by her last em- 
ployer. She could not divulge to Miss 
Scott the content of the letter because 
it was confidential. 

As soon as the conversation termi- 
nated Miss Scott called the Professional 
Counseling and Placement office for 
an appointment with the counselor, and 
fortunately was able to make one for 
that afternoon. 

When she asked to see her record 
she was told that it was confidential, 
and that no nurse was ever permitted to 
see her own file. The only persons per- 
mitted access to its contents were pro- 
spective employers, and then only upon 
written authorization of the prospective 
employee. She left the office with tears 
of frustration welling up in her eyes. 

She went directly to the Pediatric 
Hospital and to Miss Miller's office. 
She was somewhat calmer by the time 
she arrived but she was determined 
nevertheless to get to the bottom of 
this entire matter. 

Miss Miller's door was partially open 
and she was seated at her desk. Miss 
Scott knocked and then walked in. 
Miss Miller’s displeasure at her arrival 
was obvious, but short of throwing her 
out bodily there seemed no alternative 
except to listen to what Miss Scott had 
to sav. 

Miss Miller’s reply to her was short 
and cool. She said that she had written 
a letter of recommendation for Miss 
Scott based on the evaluations and 
anecdotal reports of her supervisor, 
Mrs. Tweed. She had been completely 
objective and fair in the statements she 
had made, and there just wasn’t any- 
thing further to discuss regarding it. 

Miss Scott reminded her that she 
had personally participated with Mrs. 
Tweed in each of the routine six-month 
evaluations done during her two years 
of employment there and that they had 
all been highly complimentary—in fact, 
superior to most. In view of this she 


asked how Miss Miller could have writ- 
ten anything in her letter which would 
cause another employer to reject her 
as a candidate for a position on the 
basis of that letter alone. 

Miss Scott asked that Mrs. Tweed 
be called so that the three of them 
could talk this over. Miss Miller refused 
and in fact dismissed Miss Scott very 
curtly, stating that she had no further 
time to devote to such a pointless dis- 
cussion. 

Miss Scott left the office bewildered, 
hurt, and angry. She thought that if 
Miss Miller refused to discuss the 
matter, perhaps Mrs. Tweed would do 
so. She took the elevator to the third 
floor and went directly to Mrs. Tweed’s 


office. 


Explanations 


After explaining the purpose of her 
visit and describing her unsatisfactory 
encounter with Miss Miller, Miss Scott 
asked her former supervisor to tell her 
just what this was all about. 

Mrs. Tweed displayed mixed emo- 
tions. She had always liked Miss Scott, 
and she had sorely missed her capable 
and dependable assistance in the last 
weeks. On the other hand, she could 
never condone unprofessional conduct 
and Sally had neither denied or ex- 
plained the report Miss Sawyer had 
made. Still, it was unfair that a single 
indiscretion should ruin Miss Scott's 
entire career. Accordingly, she deter- 
mined to tell her as much as she could 
without jeopardizing her own position. 

She said to Miss Scott, “Miss Miller 
showed me the letter which destroyed 
your chances. I tried to get her to re- 
vise it, but she would not. I told her 
that we had no right to assume the 
worst, even if you would not explain, 
and I begged her to talk to Dr. O'Neill. 
But Miss Miller pointed out to me that 
if there was an innocent explanation it 
would be most embarrassing for her if 
she requested that explanation from 
Dr. O'Neill and that you had no right, 
by refusing to discuss the matter with 
her, to place her in such a position.” 

Miss Scott endeavored to ascertain 
from Mrs. Tweed what Miss Miller had 
said in the letter, but Mrs. Tweed pro- 
tested her inability to remember the 
exact wording and refused to say any 
more about it. 

Frustrated is scarcely the word for 
the feelings of Sally Scott as she left 
the hospital. She considered talking to 
Dr. O'Neill but decided against it. His 
wife might be as prone to believe 
malicious gossip as Miss Miller ap- 
parently was, and she did not think it 
fair to involve him in her personal prob- 
lem. Instead, she chose to consult her 
uncle, who was an attorney. She had 
spent a great deal of time in his home 
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and realized the necessity of making a 
full and unbiased disclosure to the 
lawyer if you expect his counsel and 
assistance to be helpful, and she re- 
the situation to her uncle as 
honestly and accurately as she was 
able. She made no attempt to justify 
her failure or refusal to offer an ex- 
planation for the apparently com- 
promising behavior which Miss Sawyer 
had observed and reported. ; 

Actually, the explanation could easily 
have been made, easily verified, and 
would have resulted in the complete 
vindication of Miss Scott. 


cited 


The Truth 


At Dr. O'Neill’s request she had 
specialed his two sons, ages four and 
six, for several evenings during the 
week preceding her resignation. The 
boys had come down with mumps and 
Mrs. O'Neill, who had not been en- 
tirely well, needed a few interrupted 
hours of relief each day to enable her 
to carry on. Miss Scott was glad to help 
out in the emergency. She had re- 
ported to Dr. O’Neill’s home on four 
evenings that week and looked after 
the boys from 6:00 P.M. until mid- 
night. She had worn her uniform and 
charged and received the standard fee 
for those hours of special duty nursing. 

On the morning of her resignation 
from the hospital, Dr. O’Neill had 
sought her out to ask one further 
favor. The boys had fully recovered, 
but his wife was still pretty tense. He 
felt that an evening out—dinner and 
the theater—would do her a world of 
good, and he had obtained reservations 
for that night. His wife, however, was 
still reluctant to leave the children in 
the care of a baby-sitter, though they 
seemed fully recovered, and had con- 
sented to go only if Miss Scott would 
be available to stay with them. She 
had unlimited confidence in Miss Scott 
and was most pleased at the way the 
boys had responded to her. 

Miss Scott was willing to help out 
and had even looked forward to the 
evening. She had grown to like the 
children and expected to enjoy their 
company for a little while before put- 
ting them to bed. Afterwards, there were 
some excellent TV programs scheduled, 
and she knew the O’Neill’s had one of 
the new color sets. Because of this and 
because the boys no longer were in 
the patient category, she had at first 
refused the fee Dr, O’Neill had ten- 
dered to her, and finally took it only be- 
cause he insisted that he could not 
accept her services unless she did so, 
although it would be a great disap- 
pointment to his wife if their plans for 
the evening had to be canceled. When 
Miss Scott told him that since she was 
being paid special duty nurse rates she 


would wear her uniform, he asked her 
not to. He said that the boys were now 
quite fit but that they might tend to 
associate her uniform with their recent 
illness and become unnecessarily con- 
cerned. It was for that reason he had 
said, “tonight you can forget your uni- 
form,” words which Miss Sawyer, and 
perhaps Mrs. Tweed and Miss Miller, 
had interpreted as indication that Miss 
Scott was expected to disregard her 
professional standards of conduct so 
far as that night’s engagement with Dr. 
O'Neill was concerned. 

The lawyer heard Sally through, in- 
terrupting her from time to time with 
questions but voicing no opinion until 
after she had finished. Then he told 
her, “Unless we can find out what that 
letter said, we won't have very much 
to go on. If Miss Miller has made some 
untrue defamatory statements about 
you, we'll try to make her retract them. 
But we have to know what they are 
before we can attack them.” 

Sally’s face fell. “But I told you, 
Uncle John, the letter is in my file at 
the Counseling and Placement Service, 
and they never let a nurse see her own 
file. I've already been there, and I told 
them my reasons, and they still 
wouldn’t let me see it. They were very 
nice about it, but very firm. They told 
me that when I registered with them 
I had signed an agreement that my file 
would be confidential and that no one 
would be permitted to see it except a 
prospective employer who had my con- 
sent in writing. They told me this was 
a very necessary rule since former em- 
ployers would be unwilling to write 
candid evaluations if the subjects of 
them were allowed to see them and 
therefore be in a position to dispute 
their accuracy and fairness.” 


Recourse 


“Well,” said the lawyer, “whether 
your placement service can be com- 
pelled to exhibit your file to you is 
something that I'll look into, if it be- 
comes necessary. If their refusal is 
based solely on the fact that you 
agreed that your record would be “con- 
fidential, I should not think that a 
court would respect their claimed 
privilege against disclosure to you, 
since the confidential classification of 
the record would seem intended only 
for your protection. The fact that you, 
and only you, are permitted to release 
the record to third parties is consistent 
with this interpretation of the word 
‘confidential.’ However, if you have 
made an agreement with the placement 
service that you would forego the right 
to examine the content of your file, and 
the service accepted your registration 
in reliance upon that agreement, I 
would see no reason why a court 





should help you violate it. Perhaps such 
an agreement was contained in the ap- 
plication or other papers you signed in 
connection with your registration. Even 
if it was not expressly set forth, a court 
might imply its existence from the fact 
that you voluntarily registered with the 
service, if its policy of refusing to allow 
a nurse to see her own file was com- 
mon knowledge among the nurses in 
the area. In that case, you can scarcely 
blame the placement service if it as- 
sumed you knew of its policy, and 
agreed to it, when you registered. 

“At this stage, however, I do not 
think our approach should be to the 
placement service. Certainly you cannot 
charge it with having injured your pro- 
fessional reputation or opportunities. 
The people there did only what you 
authorized them to do—compiled your 
file, including references from former 
employers, and forwarded it to a pro- 
spective employer, at your specific re- 
quest. 

“The best source from which to learn 
the content of the letter is the one who 
wrote it, Miss Miller. Her refusal to 
divulge its wording need give us no 
concern. Based upon what you have 
been told by Mrs. Tweed and Miss 
Sidney, nonspecific as it may be, you 
have reasonable cause to believe that 
Miss Miller did write and transmit a 
letter of recommendation which con- 
tained defamatory statements respect- 
ing your professional standing, and that 
those statements were untrue. If your 
belief is correct, you have the right to 
require Miss Miller to retract and to 
compensate you for any damage it 
caused you. Now, Miss Miller may have 
various defenses—the fair and reason- 
able interpretation of the letter as a 
whole may not have been derogatory, 
although it was so understood by Mrs. 
Tweed and Miss Sidney; the content 
and wording of the letter, considering 
its purpose and its limited and con- 
trolled publication to those who had 
legitimate reason to be concerned with 
your professional behavior, may not 
have been unjustified in view of the 
implications which could be drawn 
from the incident with Dr. O’Neill, 
coupled with your refusal to explain. 
Your refusal to explain may itself be- 
come important. Only upon a review 
of the entire circumstances can one say 
whether your refusal should have been 
interpreted by Miss Miller as a con- 
fession, or as the strongest and most 
confident denial. 

“Right now I am in no position to 
tell you whether, ultimately, Miss 
Miller will be found to have acted im- 
properly toward you. What I can assure 
you is that the law, under the circum- 
stances of this case, entitles you to dis- 
cover the words Miss Miller has said 

(continued on page 34) 
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S I VIEWED the last act of the recent television pres- 
entation of Thornton Wilder’s play, “Our Town,” I felt 
it contained implications similar to those discussed in the 
last article in this series. I had read the play before, had 
seen it on the stage, in the movies, and even previously on 
television and each time a new, hitherto hidden facet had 
come to light. Then, as if for the first time, I became con- 
scious of an aspect that had been there all along. This 
seemed to be such an important insight about life that I 
hoped it might serve as a leitmotiv to help you in under- 
standing these articles. 

If any any of you read or saw the play vou probably made 
the same association to it that I did. The playwright por- 
trayed the death of his leading character—a voung girl, Em- 
ily—by having her meet the friends and family who had 
predeceased her. As she took her place beside her mother- 
in-law, Emily expressed her feelings of being a stranger 
in a new situation by saying, “Oh, I wish I'd been here a 
long time. I don’t like being new here.” 

In this connection vcu will remember that last month the 
nurse who told us about how she felt when ill with hepatitis 
also commented on how she feared a patient whom she 
knew had been hospitalized for tuberculosis. Only later did 
she learn that as a patient with hepatitis she, too, was 
feared. This gives some indication of the strange regard we 
are likely to have for those ailing people who represent 
conditions outside our own experiences. We are able to 
understand these conditions only when someone shares his 
feelings with us about them, not when we have to rely on 
the impersonal medical description of this condition. 

During their studies on the foundations of human be- 
havior, several graduate nurses shared their personal ex- 
periences in caring for patients with tuberculosis. One 
student said that she was beginning to see and understand 
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many previously puzzling factors in the behavior of the 
patients under her care. Several others concurred with her 
and further added that their interest had been aroused in 
wanting to know more about the personality changes taking 
place in patients suffering from long-term illnesses. 

The following excerpts give an idea of the discussions 
which took place around some of the leading questions 
raised by the students about tuberculous patients known 
to them. 


Student: In my work with tuberculous patients I see many 
behavior reactions similar to those of patients on a psychi- 
atric service—patients who are withdrawn, restless, anxious, 
and suspicious. I realize that unhealthy mental states do not 
necessarily develop into mental disorders, but what can I 
do to keep them from interfering with the process of re- 
covery frcm a physical disease? 

Instructor: Perhaps you could try to see what would 
happen to a patient if you gave him an opportunity to talk 
as freely as pos ible to ycu as a person who can be trusted. 
Daily opportunities arise while you are giving complete or 
limited care to a patient, according to the severity of his 
illness. 

Student: That is true, but during the necessarily long pe- 
riod of inactivity I find patients succumbing to their need 
to depend completely on us. It is as though they enjoy being 
waited on and seem relieved to be free of having to take 
care of themselves 

Instructor: Has it ever occurred to you that such behavior 
might be in keeping with their physical and emotional needs 
for the time being? Some patients do benefit from a tem- 
porary regression to a dependent state. The problem arises 
only when they strive to maintain that role once they re- 
cover from an illness. Is there any likelihood that you might 
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fall into the error of increasing this tendency to remain in 
a dependent state? 


Where To Draw the Line 


Student: Yes, there is. I realize now that I have been most 
uncomfortable about knowing where to draw the line in 
such instances. I sometimes feel guilty about insisting on a 
patient taking over for himself, even when I am sure he 
would not be harmed by doing so. 

Instructor: It may help you to know that a patient is likely 
to have a good many fears about losing the new security he 
was forced to accept by being hospitalized. You cannot 
really expect him to regain his full independence without 
giving him enough time to do so gradually. Although the 
anticipated chances for his recovery are finally realized, 
there are other adjustment problems to be faced on going 
back to a home and community. Some patients will tell 
you about their fears of inadequacy. Others keep these 
fears to themselves. 

Student: I know of a middle-aged man on a tuberculosis 
service who is the father of three small children and owns 
a small business which someone is carrying on during his 
iliness. His condition was discovered during a chest survey 
in his community. Soon after he was admitted he underwent 
chest surgery and has since made satisfactory progress 
toward a good recovery, but he seldom talks to anyone. 

I was curious to find out about how he felt in being hos- 
pitalized. The patient frankly admitted that he found the 
ward routines boring but was accepting his long period of 
treatment as an unpleasant means to an end. He added that 
he did not want us to bother him about taking any part in 
ward social. We wondered about the normality of his re- 
treat into himself. 

Instructor: Your question makes me want to ask you one 
in return. What preconceptions do you have about normal- 
itv? Do you picture a normal person as an extrovert who 
gets his satisfactions through interpersonal reactions with 
other people? Or can you also see the characteristics of a 
normal person in someone who acts as the patient you have 
just described? The man seems to have adequate inner re- 
sources and, furthermore, shows his integrity by telling you 
that he knows what he wants and is doing it. He is co-oper- 
ating in all the treatments to one end, as he told you him- 
self, and that is to get well enough to return to his family 
and the business he owns. He does not seem to have the 
problem in re-establishing himself in work which certain 
other patients face. This would be my tentative opinion 
based on what you have said, but of course there might be 
other factors not brought to my attention which would alter 
my opinion. However, why not consider these possibilities? 

Student: I should like to tell you about 25-year-old May 
B., whom I have known for a long time. She has been in and 
out of hospitals since she was 18 years old and on bed rest 
for long periods of time. She was once considered “arrested” 
long enough to take on some part-time work, only to be 
halted by a hemorrhage on the job. , 

You would expect May to be depressed, and anyone 
would be sympathetic over any evidence of discouragement. 
But May is cheerful and optimistic; nor do her good spirits 
appear to be the false optimism said to be characteristic of 
tuberculous patients. They seem to reflect her radiant per- 
sonality, and she is able to communicate it even during her 
most uncomfortable periods. Other patients go to May for 
the uplift they give her. She helps us, too, for she senses our 
need of support on some of the wearing days all of us have. 
Sometimes we wonder if we are too partial to May and try 
to keep her from as much unhappiness and discomfort as we 
can, for her prognosis is said to be poor. 

Instructor: Even though we hear about the exaggerated 
optimism of the tuberculous patient, we should not always 


regard this as a compensatory mechanism covering feelings 
of dread and despair. May B. may have started to be as she 
is now by using this mechanism, but eventually have become 
the person she wanted to be through the suffering she has 
undergone. 


Growth Through Suffering 


Contrary to what might be expected, our growth into 
maturity is not as likely to progress smoothly along ways 
cleared of all obstructions. We seem to hear a good deal 
more about the harmful effects of psychological traumata 
than about the possible personality development which oc- 
curs when we are forced to overcome obstacles. Here we 
might well look at the various meanings of individuality 
and personality—words used synonymously when there has 
been unified inner and outer development of a person. 

Individuality means wholeness, uniqueness, and indivisi- 
bility. Personality is developed in the course of a lifetime 
and is the result of acquired modes of response, which may 
or may not be in harmony with the potential or constitutional 
predisposition of a person. 

A tuberculous patient meets many obstacles to satisfactory 
adjustment in life. We see how May B. was able to use the 
limitation put upon her by her illness and to develop inner 
resources which she communicates to others around her and 
which serve as sources of inspiration. 

Student: Mac is a colored man who has lived most of his 
30 years in the South. He was quite aloof when he first came 
to us and seemed suspicious of our motives in befriending 
him. His reluctance in accepting us was disconcerting at 
first, but evidently we were able to convey our sincerity, for 
he is now the moving spirit in the ward, delighting everyone 
with his rich, hearty laugh and funny stories. Occasionally 
he does slump into a dark mood and threatens to divorce his 
wife because he is sure she will stay with him only out of 
pity while at the same time living in constant dread of his 
disease. 


Problems of Adjustment 


Instructor: It is not unusual for a patient to feel at times 
that the world is against him, especially when he is faced 
with what he knows is to be a long-term illness like tuber- 
culosis. In addition to this common reaction, Mac had to 
adjust to a strange environment far distant from his family 
and friends. He not only felt out of place but also resented 
the necessary restrictions to his physical movements. All of 
us know how difficult it is to change our habits, and we 
might examine the consequent frustrations arising when 
Mac was required to do so. He felt his isolation not only in 
being left alone a great deal but also in being separated 
from familiar associates. He had necessarily to follow the 
treatment routines planned for him. Though resistant at first 
in having things done for him, he is now probably so de- 
pendent on you that he is fearful of going home where he is 
no longer sure of a similar acceptance. 

Student: It is not always possible to know what to do and 
say to relieve the long periods characterized by boredom and 
monotony and also by anxiety and discomfort over some of 
the treatments. 

Instructor: You have given several illustrations to show 
how each patient reacts differently to his illness. Neverthe- 
less, there are also common tendencies to use defense mech- 
anisms to such an extent that former personality traits be- 
come exaggerated and previously hidden negative tendencies 
come to light. 


These defense mechanisms and their effect on personality 
traits will be the subject of our future studies on the dynam- 
ics of long-term illnesses, studies which aim to enhance your 
ability to cope with the negative reactions of patients. 














THE BOOK SHELF 


by ANNA V. MATZ, R.N., B.S., M.A., M.P.A. 
Public Health Nursing Consultant, 
New York City Department of Health 





Fundamentals in Nursing Care, third 
edition, illustrated, by Mildred L. Mon- 
tag, Ed.D., R.N., Professor of Nursing 
Education, Teachers College, Columbia 
University, and Ruth P. Stewart Swen- 
son, M.A., R.N., Director, Associate 
Degree Program in Nursing, Weber 
College. W. B. Saunders Company, 
Philadelphia and London, 1959. 581 


pages. Price $5.00. 


An important component of profes- 
sional nursing is the ministering func- 
tion. Without a knowledge of nursing 
skills and sound judgment this function 
cannot reach its highest level of ful- 
fillment. In their introduction the au- 
thors discuss the changes that have 
evolved in nursing practice and the 
kinds of educational preparation that 
are needed for the various types of 
nursing. 

Fundamentals in nursing care need 
to be learned thoroughly if the nurse is 
to render good service to patients. 
While it is recognized that other so- 
cial factors may have a bearing on 
nursing care plans, the responsibility for 
care of the sick remains constant. Since 
procedures in hospitals are different, 
principles are stressed throughout the 
book. 

The contents consists of seven parts: 
Part I. “Orientation to Nursing” defines 
nursing and discusses the programs in 
nursing education and community 
health. Part II. “The Fundamentals of 
Nursing Care” considers the principles 
relating to the physical care of the pa- 
tient. Part III. “The Making of the 
Diagnosis” discusses the role of the 
nurse in the observation of symptoms, 
the taking of temperatures and blood 
pressures, and in assisting the physician 
with physical examinations and diag- 
nostic tests. Part IV. “The Nurse’s Role 
in Therapeutic Treatments” covers 
medication and treatments of various 
kinds. Part V. “Nursing Care of Pa- 
tients with Special Needs.” Part VI. 
“The Environment of the Patient.” Part 


VII. “Admission and Discharge of the 
Patient.” There is a selected bibliog- 
raphy at the end of each chapter. 

This text presents modern nursing 
practices in the light of present-day 
philosophy of patient care. It is all- 
inclusive, taking into consideration, 
among other projects, the extension of 
hospital care into the home. It is de- 
signed for students in basic nursing and 
is an excellent source of reference. 


Human Relations in Nursing: A Text- 
book in Sociology, second edition, by 
Wayland J. Hayes, Ph.D., Professor of 
Sociology, Vanderbilt University, and 
Rena Gazaway, R.N., B.S.P.H.N., M.A., 
Assistant Professor of Nursing and 
Health, University of Cincinnati. W. B. 
Saunders Company, Philadelphia and 
London, 1959. 486 pages. Price $5.25. 


In contrast to the first edition, this 
volume has been completely rewritten 
and reorganized. The authors introduce 
the nurse to an analysis and interpreta- 
tion of social situations and problems as 
they exist today. A great deal of em- 
phasis is placed on interaction with 
groups and patients in various types 
of social settings. The primary objec- 
tive is to help the nurse gain insight 
into social relationships and cultural in- 
fluences and their effects upon human 
behavior. 

There are two major sections: I. “So- 
ciological Orientation” includes chap- 
ters on 1. Orientation; 2. Culture and 
Society; 3. Social Life Occurs in Groups; 
4. Human Nature and Personality; 5. 
Society Is Changing in Many Ways; 
6. Some Twentieth Century Problems; 
7. Society Implies People; 8. Problems 
of Changing Population; 9. Changing 
Family Relationships; 10. Functions 
and Changes of Family; 11. We Are at 
Home in Communities; 12. Community 
Organization and Professional Services. 
The second part, “Sociology Applied to 
Nursing,” consists of ten chapters de- 
voted to the “Changing Organization 


and Function of Health Services; Struc- 
ture of Nursing Situations” and to a 
discussion of nursing situations at var- 
ious periods of human development and 
change. 

This edition is much broader in scope 
than the first and brings into focus cur- 
rent sociological problems that affect 
nursing practice. It is a text for stu- 
dents in the basic curriculum. 


Care of the Patient with a Stroke—A 
Handbook For the Patient’s Family And 
The Nurse, by Genevieve Waples 
Smith, R.N., M.A. Springer Publishing 
Company, Inc., New York, 1959. 148 
pages. Price $2.75. 


In a time of crisis, many problems 
beset a family. An illness which causes 
impairment of function and loss of 
control of parts of the body is indeed 
catastrophic and difficult for the pa- 
tient and family to accept. It takes 
much encouragement to motivate the 
patient to his highest level of rehabili- 
tation. 

Based on personal experiences, the 
author very realistically describes, step 
by step, the problems to be faced and 
how plans for routine care can be de- 
veloped. Coping with personality 
changes is difficult and requires much 
patience and understanding on the part 
of the nurse or family member. 

The contents consists of two parts: 
Part I. “Return to Living” discusses the 
activities that can be introduced and 
gradually increased. Part II. “Helpful 
Suggestions” discusses nursing pro- 
cedures, diet, massage, and exercises, as 
well as their application to activities of 
daily living. There is an excellent Fore- 
word by Dr. Arthur C. Jones and a list 
of suggested reading. 

This handbook contains a wealth of 
practical information that can serve as 
a guide to rehabilitation of a patient 
with a stroke. It is written in lay 
language and has many line illustra- 
tions to clarify further the points that 
are explained in the text. 
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ances and Trends in 
DRUG THERAPY 


by JOAN SARVAJIC, R.N., M.S.., M.D. 


Formerly Instructor in Pharmacology, : 
Bellevue Schools of Nursing, New York City 


Problems in the Management of Myocardial Infarction 


The recent death of world renowned luminaries continues to 
make the subject of myocardial infarction an important one not 
only to those in the medical profession, but also to the general 
public. With newspapers and magazines carrying almost daily 
articles on the management of this life-threatening disease, it is 
not surprising to find the literature controversial. In the De- 
cember issue of Nursing World symptomatology, pathology, 
laboratory findings, and the use of vasopressor agents in the 
management of myocardial infarction were considered. In this 
issue the more critical and controversial aspects of treatment 
will be reviewed: methods of reducing the work of the heart and 
the case for and against the use of anticoagulants. 


Bed Rest vs. Armchair Treatment 


Rest is a traditional principle in the treatment of a diseased 
organ. In myocardial infarction rest is intended to diminish the 
work of the heart. An average period of four to six weeks has 
been recommended by most authorities. This period is based on 
relatively limited pathologic studies which indicate that six 
weeks are required for the development of a collateral circula- 
tion to supplement the interrupted blood supply. Authorities 
agree however that the same fixed period is not necessary for 
all patients. Rather, the physician is guided by factors such as 
the duration of pain, degree of fever, shock, pulmonary edema, 
congestive heart failure, or other serious complications. 

Most fatalities and complications from acute myocardial in- 
farction occur during the first week, a lesser number in the 
second week, and relatively few in the third week. For this 
reason a minimum of two to three weeks of bed rest is indicated. 
For an additional period of three to four weeks the patient is 
confined to bed part or most of the time. However, within the 
confines of the room the patient is permitted activities which 
do not involve more than the simplest exertions and do not 
result in mental or emotional strain. Complete mental repose and 
protection from emotional strain can sometimes be attained only 
by isolation of the patient from the outside communications and 
contacts. This patient must be reassured by both doctor and 
nurse that he will get well. He should be disturbed only when 
necessary and kept free from pain or other discomfort by 
analgesic medication. 


Controversy on the Meaning of Bed Rest 


Although it is reasonable to assume that complete rest is 
desirable—since physical exertions are feared because of the 
risk of rupture of softened myocardium—the rigidity with which 
the concept of rest was initially enforced led to considerable 
controversy as to the wisdom of this therapeutic measure. It was 
true however that myocardial infarcts produced experimentally 
in dogs were found to heal with a small, strong scar when the 
dogs were rested for six days after infarction. On the other 


hand, aneurysmal bulging and a thin scar resulted if the dogs 
were exercised during the first three days of infarction. 

The question arises as to whether most patients would be 
harmed by such simple activities as feeding themselves or using 
a commode instead of a bedpan, or even going to a nearby 
bathroom once daily. The advantages of complete bed rest must 
be weighed in individual cases against the deterioration of 
morale, frequency of constipation, abdominal distention, circula- 
tory strain involved in the use of the bedpan, the occurrence of 
disabling muscular and ligamentous strains—especially of the 
back or the shoulders—the development of bedsores, the risk of 
decalcification of bones—especially in the elderly—and the occur- 
rence of urinary retention in patients with benign prostatic 
hypertrophy. In addition the dangers of hypogastric congestion 
and bronchopneumonia increase with the degree of immobiliza- 
tion of the patient. Most important, pulmonary embolism, one 
of the common causes of death from myocardial infarction, may 
be attributed primarily to venous stasis and thrombosis of the 
leg veins caused by strict and prolonged bed rest. Pulmonary 
embolism is sometimes precipitated by extreme straining at stool. 
This danger is increased in many patients who are forced to 
use the bedpan, which necessitates excessive straining for some 
patients. 

These considerations have led to a modified program of rest 
for the patient with acute myocardial infarction. Many physicians 
now permit patients to feed themselves, to move freely in bed, 
and to perform leg exercises at frequent intervals as soon as 
possible. The patient may be permitted to use the lavatory once 
daily. Management has thus become sufficiently elastic to permit 
desirable modification in individual cases. This recent tendency 
to liberalize bed rest will be beneficial, however, only if it does 
not lead to the opposite extreme of neglecting this fundamental 
therapeutic measure. 

The method of “armchair treatment” has recently come into 
vogue. It has been recommended that patients with acute myo- 
cardial infarction be treated continuously in a chaiz during the 
waking hours, except in the presence of shock or extreme 
debility. Improvement of morale, relief of orthopnea, and avoid- 
ance of pulmonary embolism are a few of the claimed advan- 
tages. Diminution in cardiac output and in the work of the 
heart in the sitting position is a beneficial aspect of chair treat- 
ment. However, since much of the difficulty in patients with 
acute myocardial infarction is due to an inadequate cardiac out- 
put, one may question the wisdom of further decreasing it. 
There is.evidence that blood flow to the brain and kidneys is 
diminished in the upright position. It is possible that there is a 
similar effect on the coronary circulation. It is apparent that 
there is much to be learned and proved before authorities have 
physiologic arguments to support either bed rest or armchair 
treatment. 

One factor is apparent—that the outcome in the vast majority 
of cases of acute myocardial infarction will not be determined 








primarily by the use of bed rest or armchair therapy. Recovery 
or a fatal outcome probably depends chiefly on the nature and 
severity of the myocardial injury and the response of the heart 
and other organs to that injury. 


Use of Anticoagulants 


Although the use of anticoagulants in the treatment of myo- 

cardial infarction was proposed approximately ten years ago, 
there is persistent disagreement as to their effectiveness, indica- 
tion, and as to the choice of patients to whom they should be 
administered. Statistical studies show an unusually consistent 
advantage in favor of those patients who receive anticoagulants 
with respect to both mortality and the occurrence of thrombo- 
embolic complications. Why then the conflict? The answer must 
be discussed with respect to two distinct issues: First, do the 
anticoagulants benefit the clinical course and outcome in acute 
myocardial infarction sufficiently to justify their use despite 
the risks involved? Second, should they be used in all cases 
of acute myocardial infarction or should they be omitted in a 
large group of so-called mild cases in which the mortality rate 
is relatively low? ; 
_ The rationale for the use of anticoagulants is based on several 
factors: First, the occurrence of thrombosis is less likely if 
clotting is impaired. There is experimental evidence that mural 
thrombi formation and extension of coronary thrombosis in dogs 
are prevented by anticoagulants, Second, there is evidence that 
a substantial portion of the mortality from acute myocardial in- 
farction is due to extension of a coronary thrombosis, cardiac 
mural or peripheral venous thrombosis and embolism, and that 
these thromboembolic phenomena might be minimized by the 
use of anticoagulants. There is statistical evidence showing a 
highly significant reduction in the incidence of thromboembolic 
complications and in mortality rate when anticoagulants are 
administered. None of this evidence is actually conclusive since 
the process of intravascular thrombosis is complex and its mech- 
anism still uncertain. Anticoagulants whose action is measured 
by prothrombin time have not been definitely shown to control 
intravascular thrombosis. . 

Following early favorable reports, the possible value of anti- 
coagulants in acute myocardial infarction was investigated by a 
Committee of the American Heart Association on Anticoagulants. 
This committee reported on a co-operative study of 1031 cases 
in 16 hospitals. There was a mortality of 16 per cent in the pa- 
tients treated with anticoagulants in contrast with a mortality 
of 23.4 per cent in the control group during the period of 
observation. In addition, 42 per cent of deaths in the control 
group and only 23 per cent of deaths in the treated group were 
preceded by clinically diagnosed thromboembolic complications. 

A recent analysis of anticoagulant-treated and untreated fatal 
cases of acute myocardial infarction examined at autopsy con- 
firms the clinical observations on the advantages of anticoagu- 
lants. The incidence of embolic complications in these fatal 
cases treated with anticoagulants was only 9 per cent in con- 
trast with an incidence of 41 per cent among the untreated 
cases. In addition, there was a marked reduction of thrombo- 
phlebitis and fewer mural thrombi in patients receiving anti- 
coagulants. These observations are especially important because 
embolic phenomena are often overlooked clinically. 

In the light of these findings the indication for andthe 
effectiveness of anticoagulants in the treatment of acute myo- 
cardial infarction appear unassailable. The most potent objection 
to their use is the problem and expense of obtaining prompt 
accurate determinations of prothrombin time. In addition there 
is the risk of bleeding. Still another objection raised to reported 
studies indicating the effectiveness of anticoagulants is the 
serious difficulty of matching control and treated cases. There 
is a great variability in the severity of cases of acute myocardial 
infarction and the results depend in great measure on seventy 
regardless of treatment employed. : 


Should Anticoagulants Be Used in All Cases? 


An attempt was made to answer this question by categorizing 
cases of acute myocardial infarction into either a “good” or 
“mild risk” group or a “severe risk” group. Patients were con- 
sidered a good risk if they had none of the following: 1. previous 
myocardial infarction; 2. intractible pain; 3. extreme or per- 
sistent shock; 4. significant enlargement of the heart; 5. gallop 


rhythm; 6. congestive heart failure; 7. arrhythmia; 8. diabetic 
acidosis or other states predisposing to thrombosis. Such good 
risk cases studied from hospital records were found to have a 
death rate, without the use of anticoagulants, of 3.1 per cent and 
an incidence of thromboembolism of 0.8 per cent. Another 
study indicated that the mortality rate of patients with first 
attacks treated at home was only 3 to 8 per cent. Based on 
these observations it was concluded that anticoagulants could 
not be expected to improve the outlook significantly. In fact, 
complications of anticoagulant therapy might actually outweigh 
benefits. 

Both the evidence and the logic leading to i 
have been subjected to criticism. First, it is difficult to determine 
on the first day whether or not a patient is a good risk. Yet 
if anticoagulant therapy is to be used it should be on the first 
dav. In one study the initial decision as to whether or not a 
patient was a good or severe risk was reversed in 30 per cent 
of tases, thus indicating the difficulty in evaluating a patient 
in the early stages of the myocardial infarct. Wright reported 
a high incidence of serious thromboembolic complications among 
so-called good risk cases. It has been noted that the use of 
the term “mild” or “good” risk is misleading. No disease asso- 
ciated with a 5 per cent mortality can be considered mild. 

It would seem that if anticoagulants are beneficial in very 
seriously ill patients with mvocardial infarction, there is no 
evidence to prove that they might not be significantly beneficial 
in somewhat less severely ill patients. In fact, a patient with a 
5 per cent possibility of dying is seriously ill. If anticoagulants 
can reduce the mortality in these cases by one-third to two- 
thirds, it is argued that the saving cannot be disregarded if one 
is concerned with the individual patient. Neither is there evi- 
dence to indicate that the hemorrhagic complications of anti- 
coagulant therapy result in fatalities sufficient to neutralize or 
outweigh their possible benefits. There is obviously a need for 
controlled studies to determine the comparative mortality rate 
with and without anticoagulants in the so-called good risk cate- 
gory of patients. In a study reported by Burton there was a 
mortality of 2 per cent, and thromboembolic complications 
occurred in 6 per cent of 156 good risk cases treated with 
anticoagulants. On the other hand 5 per cent and 11.5 per cent 
respectively are the figures reported among 58 good risk cases 
not treated with anticoagulants. 


this conclusion 


Conclusions 

For the present the weight of statistical evidence, if not 
opinion, is so uniformly favorable to anticoagulant treatment 
that good medical practice requires every physician to employ 
it. Omission of anticoagulants is justified only by lack of labora- 
tory facilities to perform accurate prothrombin determinations 
or by the presence of strong contraindications. 

Until it can be demonstrated that good risk cases can be 
accurately and consistently distinguished at the very onset of 
the illness and until controlled studies of such good risk cases 
with and without anticoagulant therapy disclose no advantage 
of therapy, it is assumed that anticoagulant therapy is beneficial 
in the treatment of both seriously and less seriously ill patients. 

Anticoagulants should not be given if there is uncertainty as to 
the differential diagnosis between acute myocardial infarction 
and dissecting aneurysm of the aorta. They are contraindicated 
in the presence of active bacterial endocarditis, ulcerative and 
open wounds, recent surgical operations on the brain and spinal 
cord, postoperative tube drainage of wounds or viscera, or recent 
ulceration of and bleeding from the gastrointestinal tract. 


Administration of Anticoagulants 


There are now available a number of anticoagulants differ- 
entiated chiefly by their rapidity of action and excretion and 
their mechanism of action—either antithrombic or antiprothrom- 
bic. If the drug is antithrombic, such as heparin, clotting time 
determinations are used to regulate drug dosage. If it is anti- 
prothrombic, as Dicumarol, prothrombin time determinations are 
employed. Heparin, repository-heparin, Dicumarol, Tromexan, 
Hedulin, Sintrom, and Liquamar are a few of the more com- 
monly used preparations. 

In practice, prior to beginning therapy, both clotting time and 
prothrombin time are determined. Pr -iding these are normal, 

(continued on page 34) 
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DESCRIPTION: Tromexan is an oral synthetic anticoagulant 
related chemically to Dicumarol, a hydroxycoumarin derivative. 


ACTION AND EFFECTS: Like Dicumarol, to which it is 
chemically related, Tromexan exercises its therapeutic action by 
depression of the prothrombin activity of the blood. It differs 
from Dicumarol in that it has a more rapid onset of action— 
usually in 18 to 36 hours—and more rapid dissipation of action 
36 to 72 hours after it is discontinued. Friedberg notes however 
that the drug does not always keep a constant prothrombin time. 


USES: Tromexan can be used in both the prophylaxis and treat- 
ment of all forms of intravascular clotting, arterial or venous. 

Treatment with anticoagulants should be immediately begun 
if a diagnosis of thrombosis or embolism has been made. Objec- 
tives of therapy are the prevention of further propagation of the 
thrombus, early establishment of conditions leading to lysis of 
the clot with recanalization of the vessel, and prevention of 
exudation with subsequent clotting. 

Anticoagulants have been recommended for postoperative pro- 
phylaxis in patients who have had previous thromboembolic 
episodes, patients who are undergoing extensive surgical inter- 
vention, and patients who have had vascular surgery wherein 
the success of the surgery is dependent upon the patency of the 
affected segment. 

Conclusive evidence of the value of anticoagulants in the 
treatment of coronary thrombosis has been provided. Objectives 
of therapy in the treatment of myocardial infarction are: pre- 
vention of mural thrombi and of thrombophlebitis; through the 
successful prophylaxis of these, prevention of peripheral, pulmo- 


nary, and other emboli can be achieved, as can prevention of 
distal or retrograde extension of the thrombus within the coro- 
nary artery. 

Since there exists a state of hypercoagulability at the time of 
infarction, the institution of therapy must be immediate. 


PREPARATIONS: Tromexan is marketed in oral tablets of 150 
and 300 mg. each. 


DOSAGE AND ADMINISTRATION: The required dosage of 
Tromexan is governed by the results of successive prothrombin 
determinations. A tentative schedule is the administration of an 
initial single dose of 1500 mg. In most instances the required 
maintenance dosage is 600 to 900 mg. 


TOXICITY: Tests do not show any significant toxicity from this 
drug with the sole exception of the seriousness of overdosage. 


PRECAUTIONS: An existing hemorrhagic diathesis constitutes 
the only absolute contraindication to the use of Tromexan. In 
addition, it is well to know that in emergency the prothrombin 
level may be rapidly restored by transfusions of fresh whole 
blood and administration of Vitamin K in full dose. 

In any case of accidental overdosage with hemorrhagic com- 
plications, large doses of Vitamin K should be promptly ad- 
ministered by the IV route. However, main reliance should be 
placed on transfusions of fresh, whole, citrated blood or fresh 
plasma. It should be noted that only fresh blood or plasma 
should be utilized since the prothrombin content of stored blood 
or plasma falls rapidly. 





HEDULIN 


ANTICOAGULANT 





DESCRIPTION: Hedulin, or Danilone, is not a coumarin deriva- 
tive. It is chemically known as a phenindione. 


ACTION AND EFFECTS: Prolongation of prothrombin time in 
experimental animals by certain indandione derivatives was first 
described in 1944. Subsequently it was reported that of these 
substances phenindione was the most active as a prothrombo- 
penic agent. The drug was first used clinically in 1947. In ex- 
periments on animals it was noted that this drug produced 
hypoprothrombinemia more rapidly than Dicumarol and _ that 
the prothrombin time returned to normal more rapidly—usually 
within 30 hours. 

Clinical studies show that phenindione acts with relative 
promptness, producing the desired degree of hypoprothrombi- 
nemia in 28 hours or less after administration. In essence the 
drug appears to act in half the time required for Dicumarol, 
altering the prothrombin concentration from its initial value to 
25 or 30 per cent in 23 to 28 hours. Thus in most instances a 
sufficiently rapid initial therapeutic effect can be attained with- 
out the concomitant heparin administration. 

Since Hedulin has little or no cumulative effect, establishment 
of maintenance dosage is easier, and the need for continued 
daily prothrombin determinations is eliminated. Thus pro- 
thrombin time is determined daily for at least three days after 
the initial dose and only once in 7 to 14 days thereafter, de- 
pending on the individual patient response. 

The absence of cumulative effect and the rapid catabolism of 
Hedulin make for safer anticoagulant therapy, since the pro- 
thrombopenic action begins to dissipate soon after withdrawal 
of the drug. The prothrombin level returns to normal within 
24 to 48 hours. 


USES: Phenindione has been used in a variety of thromboembol- 
ie disorders, including prophylaxis and therapy cf postpartum 
thrombophlebitis, coronary disease, and prophylaxis against ex- 
tension of previous thrombotic episodes. On the basis of extended 
experience with Hedulin, some authorities agree that Hedulin 
is preferred in coronary thrombosis, postoperative thrombosis, 
idiopathic thrombophlebitis, phlebothrombosis, postpartum 
thrombosis, aortic thrombosis, pulmonary infarction, popliteal 
aneurysm, cerebral thrombosis, and for the prophylaxis of post- 
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operative and postpartum thrombosis or thrombophlebitis. 


PREPARATIONS: Hedulin is supplied in uncoated, scored tab- 
lets, each containing 50 mg. of phenindione. 


DOSAGE AND ADMINISTRATION: The initial dose is 200 
to 300 mg., with half of this dose given in the morning and 
half at bedtime. The 300-mg. dose is usually given to patients 
weighing more than 150 pounds. 

The maintenance dose is 50 to 100 mg., with half of the drug 
given in the morning and half at bedtime. The average dose— 
usually 75 mg.—is determined by prothrombin time readings, 
which should be performed daily for at least three days after 
the initial dose. The interval may be extended to 7-14 days 
thereafter, depending on individual patient response. 

If immediate anticoagulant effect is desired, 100 mg. of 
heparin may be given intravenously along with the initial oral 
dose of Hedulin. The coagulation time is checked in one hour. 
From three to four 100-mg. doses of heparin are used over a 
24-hour period. The next day the prothrombin time is usually 
prolonged, and the patient can be maintained thereafter on 
Hedulin. 


TOXICITY: The extremely low toxicity of Hedulin has been 
confirmed clinically. In 400 patients anticoagulate with Hedu- 
lin, the incidence of hemorrhage with phenindione was only 
0.75 per cent. 


PRECAUTIONS: The dosage of Hedulin should always be regu- 
lated by prothrombin time determinations; if hemorrhage occurs 
the drug should be withdrawn and intravenous Vitamin K ad- 
ministered if necessary. 

Hedulin is contraindicated when the danger of hemorrhage 
outweighs the danger of thrombosis, as in patients with hemor- 
rhagic tendencies, open wounds or gastrointestinal ulcerations, 
severe hypertension, and subacute bacterial endocarditis; during 
surgery, during recovery from operations on the brain or spinal 
cord or from cerebral vascular accidents; in the presence of 
draining wounds; and in menstruating women. Hedulin should 
also be used with caution in cases of impaired hepatic or renal 
function. It is contraindicated in acute nephritis. 











LIQUAMAR 


ANTICOAGULANT 





DESCRIPTION: Liquamar is chemically phenprocouman, a 


coumarin derivative. 


ACTION AND EFFECTS: Liquamar is an oral anticoagulant 
agent which acts by inhibiting the formation of prothrombin 
and autoprothrombin. The effects of the drug are first noted 
within 24 hours, its therapeutic effects within 36 to 48 hours. 
The drug action is from four to seven days. It is maintained that 
this preparation avoids the uneven action of the short-acting 
anticoagulants and produces a more satisfactory prothrombin 
curve. 


USES: Liquamar’s prolonged action is especially valuable when 
it is used prophylactically in postpartum and in short-term post- 
operative patients. Its prolonged action maintains adequate pro- 
phylaxis against thromboembolic complications even after the 
patient has been discharged from the hospital. 

Liquamar is indicated for use in coronary thrombosis, throm- 
bophlebitis, phlebothrombosis, coronary occlusion with myo- 
cardial infarction, arterial thrombotic occlusion, pulmonary 
embolism, auricular fibrillation with embolization, cerebral, oph- 
thalmic, mesenteric, and peripheral arterial thromboses. 

Liquamar is also indicated for cardiovascular surgery and for 
postoperative and postpartum thrombosis where danger of 
thromboembolic complications exists. 


PREPARATIONS: Each double-scored Liquamar tablet contains 
three mg. of phenprocouman. 


DOSAGE AND ADMINISTRATION: If 21 mg. of Liquamar 
are given on the first day and 9 mg. on the second, followed by 
3 mg. for the following 18 days, it is possible to achieve a 


prothrombin level of 15 to 25 per cent of normal. 

Therapy with Liquamar, like therapy with all coumarin de} 
rivatives, should always be controlled by periodic prothrombin 
value determinations. The prothrombin level should be ascer; 
tained immediately before treatment is begun, then daily for 
some days, and thereafter at regular intervals. A prothrombin 
level of 15 to 25 per cent of normal, or a prothrombin time of 
two to two and one half times the normal value, is considered 
the optimum therapeutic range during Liquamar therapy. Thus 
with a normal prothrombin time of 13 to 15 seconds, the 
Liquamar-induced prothrombin time should be from 20 to 35 
seconds to be within the optimum therapeutic range. 


TOXICITY: If the prothrombin level should fall below the 
optimum therapeutic range, it may be raised by the administra. 
tion of Vitamin K,. 


PRECAUTIONS: Liquamar is contraindicated when the danger 
of hemorrhage is greater than the danger of thrombosis; in pre- 
surgical patients; in hemorrhagic diathesis; severe hepatic or 
renal dysfunction; and peptic ulcer. Also anticoagulation is 
contraindicated in patients with gastric carcinoma, subacute 
bacterial endocarditis, severe hypertensive disease, pregnancy, 
and neurosurgical procedures. 

Liquamar must be administered with caution after lung re- 
section, genito-urinary surgery, arteriosclerosis, hypertension, and 
mild hepatic or renal dysfunction. 

It is wise for the physician to remember that since Liquamar, 


like all coumarin derivatives, has a delayed effect, it is advisable 


that heparin be administered as soon as practical after throm. 
bosis is detected. 





SINTROM 


ANTICOAGULANT 





DESCRIPTION: Sintrom is a new oral anticoagulant of the 
coumarin series, synthesized and developed during the course of 
a systemic search for new anticoagulants. Its correct chemical 
name is acenocoumarin. 


ACTION AND EFFECTS: Sintrom, like Dicumarol, prevents 
the formation of prothrombin. Its onset of action after adminis- 
tration begins in 24 to 48 hours. Its activity still persists for two 
days after the drug has been discontinued. Sintrom is distin- 
guished by its high potency and by a duration of action which 
is long enough to avoid undesirable fluctuations of prothrombin 
time, yet brief enough to insure reversal of hypothrombinemia 
within 24-48 hours on cessation of therapy. 


USES: Sintrom is indicated in all those conditions for which 
anticoagulant therapy is normally employed. These include 
thrombophlebitis, coronary thrombosis, arterial thrombotic oc- 
clusion, pulmonary embolism, and auricular fibrillation with 
embolization. Anticoagulant therapy is also indicated in cardio- 
vascular surgery, in selected cases of congestive heart failure, 
and for postoperative and postpartum prophylaxis when signifi- 
cant danger of thromboembolism exists. 


PREPARATIONS: Sintrom is supplied as double-scored tablets 


of four mg. each. 


DOSAGE AND ADMINISTRATION: In the majority of patients 
an initial loading dose of 16 to 28 mg. is usually ordered. Induc- 
tion is completed on the second day by administration of 8 to 
16 mg. Thereafter the patient is usually well maintained on a 
daily dosage of 2 to 10 mg. Dosage for the first week is regu- 
lated by daily prothrombin time determinations—twice “ae 
until maintenance dosage has been established and weekly there- 
after. It has been noted that when prothrombin time is 10 to 
15 per cent of normal, two to four mg. are required; for 15 to 


20 per cent of normal, six mg.; and for 20 to 30 per cent ot 
normal, eight mg. 

As with other oral hypothrombinemic agents, there is with 
Sintrom a rather wide variation in maintenance dosage require- 
ments from patient to patient. However, in any individual case 
the maintenance dosage, once established, tends to remain con- 
stant. Hence, in long-term therapy adequate control may fre- 
quently be maintained by weekly prothrombin determinations, 

Because of the relatively short lediestion period with Sintrom, 
many physicians do not use supplemental therapy with heparin. 
Many, however, begin the patient on 75 mg. of heparin every 
six hours and simultaneously begin oral Sintrom. 


TOXICITY: In the event of overdosage simple omission of the 
next scheduled dose will result in rapid return to safe prothrom- 
bin levels. Should hemorrhage occur the effect of Sintrom is 
readily reversed by administration of Vitamin K. This is prefer- 
ably given intravenously as Vitamin K, emulsion. By this method 
an effect on prothrombin time takes place within two hours. In 
some instances whole blood, fresh, may be required in addition 
to Vitamin K. 


PRECAUTIONS: As with all anticoagulants, a hemorrhagic dia- 
thesis constitutes an absolute contraindication to Sintrom 
therapy. 

Other conditions which call for added caution in the employ- 
ment of anticoagulant therapy include hepatic and renal dis- 
ease, marked malnutrition, and severe systemic illness. In such 
instances anticoagulant therapy should be used only if urgently 
indicated and then with utmost care to avoid overdosage, since 
these patients are especially sensitive to this therapy. 

Surgical procedure should of course be avoided in patients 
with lowered prothrombin activity. In emergency cases the pro- 
thrombin level may be rapidly restored by transfusions of fresh 
whole blood and administration of Vitamin K in full doses. 
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Rehabilitation . . . 
(continued from page 15) 


to learn her reading tastes. Her desire 
was to re-read the lives of the great 
composers. Thereafter the visiting li- 
brary service brought her two books at 
a time and exchanged these for two 
more every three weeks, The complaints 
diminished almost entirely, and the pa- 
tient was much happier. 

d. There is also the problem of 
nutrition when the homebound person 
is in a furnished room. Eating from 
cans and packages, never getting a hot 
meal, the cardiac is unable to maintain 
a low sodium diet. There is a great 
community gap here—except in the 
Riverside area of Manhattan from West 
65th Street to West 116th Street, where 
there is a wonderful little service called 
“Meals on Wheels.” The project was 
started accidentally when one of the 
regular clients who had been getting 
her salt-free diet at the center became 
homebound and phoned to ask if they 
would send her her diet, since she had 
no food or cooking facilities at home. 


| They did. Word got around, there were 


more requests, and before long “Meals 
on Wheels” was an established fact. 
This project is going on at the Kathryn 
Engle Center at 2565 Broadway, ‘fi- 
nanced by the National Jewish Women. 
It is a five-day service. The patient 
must be a cardiac of over 60 and in a 
known home situation. They supply two 
meals, delivered at the same time, for 
90¢, consisting of a hot noon meal and 
a cold snack of sandwich, salad, dessert, 
and beverage. The patient may have 
the hot noon meal alone for 65¢. 

5. Group activities—social, occupa- 
tional, or religious. The community is 
full of all kinds of groups, but the 
cardiac’s problem often is that he needs 
transportation other than the regular 
city transit, which is too strenuous for 
him. 

6. Instruction of the patient, family, 
and friends. This usually involves, un- 
der the umbrella of the medical care 
design, demonstration of assistive or 
self-care and rehabilitation: counselling 
in relation to limitations, diet, medica- 
tion schedule; teaching directed toward 
prevention of further disability; and, in 
general, living as normally as possible. 

7. Physical therapy. Here one thinks 
of postcardiac surgery patients, but 


primarily of the hemiplegias. Many 
such persons can be helped by simple 
rehabilitation procedures carried out 
by the public health nurse in the home, 
to the extent that they at least become 
capable of caring for their own personal 
needs, and some can be rehabilitated to 
the point of again walking in the ranks 
of income earners. It is necessary, how- 
ever, that the nurse be supplied with 
current data on medical findings and 
cardiac classification. It is also very 
important that she receive an early re- 
ferral if she is to be of any real help 
in rehabilitation. If the patient had his 
stroke a year or two before referral and 
has been permitted to develop flaccid 
muscles, flexion contractures, and de- 
cubitus ulcers, there is little she can 
do except clear up the ulcers and teach 
the family to manage the personal and 
custodial services required. 

8. Reassurance and emotional sup- 
port, intelligently given and appro- 
priately timed, are fundamental needs. 
The most important factor in the ap- 
proach to the cardiac patient is to im- 
part a feeling of security and, within 
this framework, to assist the patient to 
regain his perspective, re-identify him- 
self, build within himself that security 
which will open the door to a way of 
life for him. 





Occupational Health . . . 
(continued from page 22) 
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NURSES: Supervisors and Team Leaders. Ac- 
credited 200-bed general hospital in suburbs of 
Washington, D. C. 40-hour week; merit in- 
creases ; retirement plan. Accept graduates prior 
to registration. Nearby universities for con- 
tinued education. Director of Nursing, Suburban 
Hospital, Bethesda 14, Md. 





WORK OVERSEAS: Nurses and technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order. 
Publisher Rathe, Box 2013, Pasadena, Calif. 





Graduate Staff and Head Nurse positions. Op- 
portunity for extended orientation to Psychiatric 
Nursing practice at beginning salary. In-service 
training in supervision offers advancement. Ex- 
cellent personnel policies. Salaries $295 to $384 
and $342 to $444 monthly. Complete room and 
board available approximately $35 month. For 
details write: Director of Nursing, N. J. State 
Hospital, Greystone Park, N. J. (35 miles west 
of N.Y.C.) 





OBSTETRICAL SUPERVISOR for 575-bed hos- 
pital. Presently the Obstetrical Department has 
53 beds. An entirely new Obstetrical unit is be- 


ing placed in the new building, with all the 
latest improvements, including an _ obstetrical 
recovery room. 


No student teaching responsibilities. Full 
time Clinical Instructor in the Department. 
School has 300 students and has Full Accredi- 
tation by the National League for Nursing. 

Starting salary $3840. Hospital has liberal 
personnel policies. Four weeks vacation, Social 
Security and Hospital Retirement plan. At- 
tractive living accommodations available. Each 
room has its own private bath and shower. 

City has many cultural advantages. Hospital 
in a beautiful 40-acre park. 

Qualifications—B.S. Degree, past experience 
and preparation in Obstetrical Nursing. 

Apply to: Director of Nurses, Reading Hospi- 
tal, Reading, Pa. 





GRADUATE NURSES: For General Duty, 70- 
bed general hospital, new, air-conditioned, well 
equipped. $325 per month starting salary plus 
meals, laundry of uniforms, vacation, sick leave. 
Transportation paid to Dumas. Write, call, wire 
collect. Administrator, Memorial Hospital, 
Dumas, Texas. 





BARNES HOSPITAL: Offers an 18-month sup- 
plementary course in anesthesia to registered 
graduate nurses. Theoretical requirements of 
the American Association of Nurses Anesthetists 
met. Helen Vos, R.N., B.S., Educational Direc- 
tor. Clinical training includes all techniques and 
procedures. Stipend provided. For further in- 
formation write Mrs. Dean Hayden, Director, 
School of Anesthesia, Barnes Hospital, St. Louis 
10, Mo. 





NURSES: General duty, 236 bed hospital, 30 
miles from NYC. Apartment-style residence. 
Good salaries, free benefits, pension plan. Mod- 
ern hospital. Write Director of Nursing, Morris- 
town Memorial Hospital, Morristown, New 
Jersey. 





GENERAL STAFF NURSES: Work in develop- 
ing teaching center. New 400-bed hospital under 
construction. Inter-resident program. Outstand- 
ing Southern California location. $330 per month 
starting salary, $15 per month merit increases 
at 6, 12, 24 and 36 months. 40-hour week, 2 
weeks paid vacation, paid sick leave to 30 days, 
7 paid holidays. Apply: Director of Personnel, 
Seaside Memorial Hospital, 1401 Chestnut Avenue, 
Long Beach 13, California. 





Legal Facts... 


(continued from page 25) 


about you and the extent of her pub- 
lication of words. Come in to- 
morrow and I will draw the necessary 
petition to the court, requesting that 
Miss Miller be ordered to reveal to 
vou the content of her letter and to 
whom she has shown or sent it. After 
we see what she said and to whom she 
said it, we can decide upon our further 
course of action.” 

Fortunately, there was no need to 
apply to the Court. When Miss Scott 
had left his office, her uncle telephoned 
Miss Miller and gave her the explana- 
tion of the O'Neill incident. She very 
frankly told him that the letter had 
been written while she was. still in- 
censed at Miss Scott’s refusal to explain 
the circumstances and she admitted 
that her request for an explanation had 
been more like a challenge than an in- 
vitation. On reflection she really did 
not blame Miss Scott for getting her 
back up, although she felt that allowing 
one’s personal pique or hypersensitivity 


those 


to affect one’s professional behavior in- 
dicates a certain immaturity inconsist- 
ent with qualification for a position of 
responsibility 

Miss Miller thereupon volunteered 
to retract the original letter and replace 
it with one which fairly and accurately 
evaluated Miss Scott's capabilities, re- 


the fact that Miss Scott’s usefulness in 
positions of supervision may be ex- 
pected to increase as she learns to 
appreciate the problems which face 
her superiors and achieves an ability to 
cooperate in their solution, even when 
she may have no actual responsibility 
for having caused them. Miss Miller 
also volunteered to call her old friend, 
Miss Sidney, and tell her the full de- 
tails of what occurred. This seemed to 
be a satisfactory solution from a prac- 
tical point of view, and Miss Scott de- 
cided to carry the matter no further, 
especially since Miss Sidney shortly 
thereafter got in touch with her and 
renewed the offer of the position for 
which Miss Scott had applied. 





Role Playing ... 


(continued from page 18) 


ings of the patient during situations of 
interaction, more appropriate responses 
can be formulated and a more thera- 
peutic environment can be brought 
about. 
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Advances and Trends... 
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heparin is administered. At the same time the oral preparation of 
either Tromexan or Dicumarol or Hedulin is given. Heparin is 
designed to give an immediate anticoagulant effect lasting at 
least 24 hours. Of the oral anticoagulants, Tromexan acts most 
rapidly and prolongs the prothrombin time at the end of 24 
hours. Finally, Dicumarol becomes effective at the end of 48 
hours. Oral anticoagulants are then given daily in such dosage 
as to maintain the prothrombin time at two to two and a half 
times the control value. The administration of anticoagulants is 
continued for at least three weeks, the period of highest inci- 
dence of thromboembolism, and until the patient is ambulant. 

The prolonged administration of anticoagulants is recom- 
mended in some cases. Such therapy is employed chiefly in those 
patients who have suffered recurrent myocardial infarction, espe- 
cially when complicated by other evidence of thromboembolism. 
This is obviously a project which will require a long period of 
time to evaluate and one in which it will be difficult to prove 
the efficacy of the procedure because of the absence of control 
and of matching cases of coronary thrombosis. 

During the course of long-term therapy repeated determina- 
tion of the prothrombin time is essential. In most patients the 
prothrombin time and anticoagulant dosage become sufficiently 
stabilized to permit intervals of two or occasionally three weeks 
between determinations. Hemorrhagic complications are more 
frequent in patients on long-term anticoagulant therapy than in 
those receiving such treatment only during an acute myocardial 
infarction. Hematuria, hematoma, or ecchymoses occur most 
commonly. Melena, epistaxis, menorrhagia, hematemesis, hemo- 
ptysis, and other forms of hemorrhage have also been noted. 
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As a rule, these can be controlled by temporary discontinuance 
of the drug and the administration of Vitamin K, or mephyton 
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